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e er For the Treatment of MENTAL and NER- 

. 1f 1@ W VOUS DISEASES and the ADDICTIONS. 
New fifty Room Department completed Janu- 

* e ary, 1915. Now have two new buildings. One 
Sanitarium for each sex. A thoroughly modern and fully 
equipped private hospital, operating under state license. 

Large commodious buildings offering accommodations to 


ES (ESTABLISHED 1907) cet the desires of the most exacting. Situated out of 


JOHN W.STEVENS.M.D., Physician-in-charge town in a quiet, secluded place. Large shady grounds. 
Telephone Main 2928 Specially trained nurses. Two resident physicians. » Ca- 


Rural Route No. 1 Nashville, Tennessee pacity 65. References: Medical Profession of Nashville. 


St. Elizabeth's Hospital 


617 West Grace St., Richmond, Va. 

A thoroughly equipped and modern private hospital for surgical and 
gynecological patients. Absolutely fire-proof—a desirable requirement 
in any building, but a necessity in a surgical hospital. Ventilation per- 
fect—due to general design of architect who is an authority on ventila- 
tion, and also to the patent Austral windows, which direct the air cur- 
rent towards the ceiling and not on the patient. Only graduate nurses 
are employed. {All modern conveniences, such as silent electric light 
signals for patients, vacuum cleaners built in the wall and long distance 
telephone connection in every bed room. {Two large and complete 
operating rooms with northern light are on the top floor, where they are 
practically free from dust. The hospital is open the entire year. No- 
wards, only single or double rooms, with or without private bath. Ra’ 
$2.50 perday and up. 4A limited number of graduate nurses receiv 
for post-graduate instruction. 

Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse 
of Johns Hopkins Hospital. 

J. SHELTON HORSLEY. M.D.. Suraeon-in-Charae 


A. THRUSTON POSS) 


fans, modern plumbing and new furnishings.: Solicits all chronic cases, functional and 
organic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Frequency, Arc Light and X- 
Treatments given by competent Physicians and Nurses under the immediate supervision of the Medica 
Superintendent. Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. 
Rates $26 per week; including treatment, board, medical attention and general nursing. Send for 
large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with vegetables, 
poultry and eggs; also milk, cream, butter and buttermilk from its herd of registered Jerseys. 


THE POPE, SANATORIUM 
1890 115 West Chestnut Street 


tance Pho: 


A MODERN up-to-date private infirmary equipped with steam heat, electric light, electric 
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DR. BRAWNER’S SANITARIUM, Atlanta, Ga. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building. A Cottage. Main Building. Playing Croquet - 


The sanitarium is located on the Marietta trolley line, 10 miles from center of city, near a Lamcageonal — Smyrna. Grounds consist of 80 acres 
fe pu are steam heated, electrically lighted, and many rooms have private baths. Patients have many recreations, such as tennis, croquet, basebal 
biling The Medical Profession of Atlanta. Address DR. JAS. N. BRAWNER, 701. » Grant Bidg., Atlanta, Ga. 


The Davis Infirmary 


ond Hospital Train. 


J. D. S. DAVIS, M.D. BIRMINGHAM, ALA. ing School for Nurses 
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New Mexico Cottage Sanatorium 


E. 8. BULLOCK, M —FOR THE TREATMENT OF— WAYNE MacVEAGH 


WILSON, Manager 
I. D. LOEWY, M.D. E. D. NIXSON, 
Associate Physician Assistant Manager 


No region in the world equals the high 
altitude section of the southwestern por- 
tion of the United States for the treat- 
ment of tuberculosis. And ofall the cities 
and towns in this section, SILVER CITY 
stands preeminent as a health resort. 


Wonderful all- year-round climate. 
Moderate winters. Cool summers. Over 
three hundred days of sunshine each 
year. Hemorrhages rare. Night sweats 
unknown. 


Splendidly} equipped institution. Tu- 
berculin in selected cases. Artificial 
pneumothorax. Heliotherapy. X-ray. 
Rates for Ambulant Patients from $20.00 
to $32.50 per week. No extras. 


Write for Descriptive Booklet C. 


HIGHLAND HOSPITAL 
ASHEVILLE, N. C. 


(SUCCEEDING DOCTOR CARROLL'S SANITARIUM) 


’ A modern, thoroughly equipped institution for the care 
of selected nervous, mental and habit cases, employing all 
rational methods of treatment, emphasizing climate, diet, 
water, rest, and giving particular attention to out-of-door 
occupation treatment or work cure. No tubercular patients 
accepted under any conditions. 

For booklet address 


Robt. S. Carroll, M.'D., Medical Director Highland Hospital, Asheville, N. C. 


Arlington Heights Sanitarium 


P.O. Box 978, Fort Worth, Texas 


lected Cases of Mental Dis- 
eases, Drug and Alcohol 
Addictions, 


(Incorporated under the Laws of Texas) 


WILMER L. ALLISON, M.D., 
Resident Physician 
JAMES D. BOZEMAN, M.D., 
Resident Physician 
BRUCE ALLISON, M.D., 
Resident Physician 
JOHN S. TURNER, M.D., 
Consulting Physician 
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THE MILWAUKEE SANITARIUM 
wapwarosa, for Mental and Nervous Diseases ESTABLISHED 


Located at- a 
of Milwaukee) on C. M. & St. 
Ry., 24 hours from Chicago, fs 
minutes from Milwaukee,5 minutes 
from all cars. Two lines street 
cars. Complete facilities and 
equipment as_ heretofor: an- 
nounced. {New Psychopathic Hos- 
ital: continuous baths, fireproof 
buildi Separate grounds. 
West House: rooms en suite with : 
private baths. {New Gymnasium 
and Recreation Building; physical ENTRANCE WEST HOUSE OFFICE AND BATH HOUSE = PSYCHOPATHIC HOSPITAL 
culture, new ‘ ‘Zander’ machines 
shower baths. Modern Bath House: hydrotherapy, electrotherapy, mechanotherapy. {Thirty acres beautiful hill, —_ a lawn. Five houses. 
Individualized treatment. RICHARD DEWEY, A.M. M.D. EUGENE CHANEY, A.M. M.D. . ROBINSON, M. iD. 


CHICAGO OFFICE; Marshall Field Annex Building, 25 East Washington St. Wednesdays 1 to 3, except aa ni August. 
Descriptive Booklet wil! be sent upon application. 


Albuquerque Sanatorium 


FOR TUBERCULOSIS 
Albuquerque, New Mexico 


electric lights, call bells, local and long distance telephones and private porches for each 
room. Bungalows, if desired. 


co, permits of excellent meals and service at a moderate price. Write for Booklet B. 


A. G. Shortle, M.D.—Associate Physicians—L. S. Peters, M.D. 


Altitude 5,100 Feet Rates Moderate No Extras Climatic Conditions Unsurpassed. 


A private sanatorium where the closest personal attention is given each patient. Com- 
plete laboratory and X-Ray equipment for diagnostic purposes. Compression of the lung 
4nd sun-bath treatment after the method of Rollier. Steam heat, hot and cold water, 


Situated but 114 miles from Albuquerque, the largest city and best market of New Mex- 


The CINCINNATI SANITARIUM 
For MENTAL and NERVOUS DISEASES 
(INCORPORATED 1873.) 
A strictly modern hospital fully equipped for the scientific treatment of all nervous and mental affections. 
Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Lancpon, M.D., Medical Director. 
B. A. Wittrams, M.D., Resident Physician. 
EmersON A. Nortu, M.D., Resident Physician. 
H. P. Cottins, Business Manager, Box No.%4, 
College Hill, Cincinnati, Ohio. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


For the treatment of 
| ia NERVOUS AND MENTAL DISEASES 
ALCOHOL AND DRUG ADDICTIONS 


The South’s most beautiful Sanitarium, 
completed August, 1914, on acreage of Peach- 
tree Road, twenty minutes drive from Atlanta, 
and situated between The Capital City Coun- 
try Club and Greater Oglethorpe University. 
The buildings are of concrete, pressed brick 
and tile roof, all rooms are outside, with a 
purpose single to light and_ ventilation. 
Complete system of baths. The water sup- 
ply is from an artesian well. 

There is installed in all the buildings vapor 
heat and the indirect lighting system. All 
of the latest approved treatments are used. 
Patients admitted to our Sanitarium, can 
have all the rest and exercise indicated and 


yet will not come in contact with any objectionable case. A physician is in constant attendance. 
ADDRESS: 


THE CHESTON KING SANITARIUM 


ATLANTA, GA., R. F. D. No. 4. 


THE RICHARD GUNDRY HOME 


HARLEM LODGE 
CATONSVILLE, NEAR BALTIMORE, MARYLAND 


ESTABLISHED IN 1891 


A well equipped sanitarium and a delightfully homelike, restful place, for the 
care and treatment of nervous and mild mental cases, drug and alcoholic addic- 
tions. For rates and illustrated booklet, apply to 


Dr. Richard F. Gundry, Catonsville, Md. 


GLOCKNER SANATORIUM cox. 
CLIMATE oS 
CARE 
COMFORTS 
For 
Pulmonary 
Cases 
FOUNDED IN 1889 SOUTH FRONT 
Located amid scenic grandeurs, For 25 years 


A $300,000 Sanatorium with surgical annex, modern buildings and equipment. 
accessfully engaged in caring for the health-seeker, Rates $15 to $35 per week’ Write for catalog, mentioning this Journal. 
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The Tucker Sanatorium, Inc. 


Madison and Franktin Sts. 
RICHMOND, VIRGINIA 
=@38 This is the private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nervous 
diseases. Insane and acute alcoholic cases are not taken. The 
Sanatorium is large and bright, surrounded by a lawn and 
shady walks and large verandas. It is situated in the best part 
of Richmond and is thoroughly and modernly eqipped; There 
are departments for massage, medicinal exercises, hydrothera- 
py, occupation and electricity. The nurses are especially 
trained in the care of nervous cases. 


* Dr. Morse’s Sanatorium for Tuberculosis 
Hendersonville, North Carolina 


Twenty miles South of Asheville, on the main line of the Southern Rail- 
way between Cincinnati and Charleston. Probably the finest all-year- 
round climate in America. Large number of days of sunshine. Alti- 
tude 2300 feet above sea level. Stimulating air. Mountain scenery of 
great beauty. In the very centre of the “LAND OF THE SKY.” The 
sanatorium is especially adapted to the treatment of the tuberculous. 
Private sleeping-out piazzas for every patient. All m: dern conveniences 
and good service. Every health-giving condition is supplied. Eighteen 
acres of natural parkland surround the sanatorium—a scientific insti- 
tution amid ideal conditions. Physician lives in the sanatorium. Rates 
$17.50 to $30.00 per week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, N. C. 


Dr. Sprague’s 
Sanatorium 


NERVOUS AND MENTAL DISEASES, LIQUOR AND DRUG ADDICTIONS TREATED 


Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, needle, sits and 
other baths, liver spray, and Scotch and perineal douches, given by prescription at definite temperatures and pressures. Various forms 
of vibration, vibratory and manual massage, galvanic and faradic electricity, 1 t ethods and facilities for sero-diagnosis and 
treatment. Various in and outdoor games. Resident musicians. New buildings. Eighty- one acres. Beautifully wooded grounds. 
In arranging for admission of patients physicians may use long distance telephone at our expense. Address 


GEO. P. SPRAGUE, M.D., Lexington, Ky. 
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SOUTH MISSISSIPPI INFIRMARY 


HATTIESBURG, MISS. 
W. W. CRAWFORD, M.D., Surgeon-in-chief 


SURGICAL A N D MEDICA L 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern 
and First-Class in all Appointments. Thor- 
oughly Equipped. Of Easy Access—39 
Cincinnati, on C. H. & 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


R. HARVEY COOK, M.D., Physician-in-Chief 


fT 


Richmend Va. 


Personal! ly conducted by DrStuart ME Guire 


forthe Accommodation of his Surgical Patients. 
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Chestnut Lodge 


Rockville, Maryland 


Near Washington, D.C. Baltimore & Ohio Railroad and 
Electric Line from Washington 


gesfor the t of patients suffering from Nervous and mild 
Mental Diseases, and for elderly persons needing skilled care and 
nursing: combining the equipment of a modern Phychopathic Hospital 
with the appointments of a refined home. The Hydrotherapy Depart- 
ment is complete in every detail including the Nauheim Baths for 
Arteriosclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician - in - Charge 


This Sanitarlum under experienced management offers superior ad- 


The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF For Tuberculosis in All Forms 
DR. WILLIAM Litterer, Location ideal, elevation about 1,000 feet, buildings modern, hot and cold 
Bacteriologist-in-Chief. running water, lighted with gas, perfect sewerage, excellent water supply. 
© eee The Sanitarium operates its own dairy and truck farms. Equipment in- 
DR. oy ai ING cludes our own steam iaundry, and is in every way up to now. 
DR. G. C. SAVAGE Tuberr“lins and Vaccines Administered 


RO" Ne” BRYAN. @ Throat. in suitable cases. Hr stherapy modified, after the method of Rollier. Rates 
OBERTSON, very reasonable. Adaress 
THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


DR. CH 
Medical Director. 
DR. R. BOYD BOGLE, 
X-Ray Diagnosis. or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


Dr. Board’s Sanatorium 


OFFICERS 


AND DIRECTORS 
Dr. Milton Board, 
Pres. and Supt. 
TELEPHONES. 


(Late Supt. West. Ky. 
Asylum for the In- 
sane.) 

(Late Member of Ky. 
State Board of Con- 
trol Charitable In- 
stitutions.) 

Dr. J. T. Windell, 
Vice-President. 
Dr. Earl Moorman, 
Secy. and Asst. 
Dr. W. E. Gardner, 
(Supt Central Ky. 
Asylum.) 

Dr. A. T. McCormack 
Dr. Leon L. Solomon 
Dr. Irvin Abell 


Cumberland ...S. 480 
Home ..........5996 


REFERENCE. 


The Medical Pre- 
fession of Kentucky. 


—— 


~- A modern, thoroughly equipped private institution for the treatment of MENTAL 
AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access yet quiet and secluded. 
Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Outside patients 
charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 
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WANTED: 


Nurses to enter 
training. 


CITY VIEW SANITARIUM 


R. F. D. Number 1, NASHVILLE, TENN. 


Sanitarium 


GREENSBORO, 
NORTH CAROLINA 


Succeeding Telfair Sanitarium 
W. CG. Ashworth, M.D., Superintendent. | 
A strictly ethical institution offering superior advan for the sci. ntific 


| treatment of Nervous Disezses, Drug and Alcoholic Addictions. A modern 


building of 30 rooms, well heated and lighted and fully equipped with hot 
and cold baths, up-to-date electrical apparatus, etc. Charming location in 
quiet suburb, where all publicity can be avoided. Patients given humane 


| treatment. Originators of the’*Twilight Sleep” treatment for drug addiction. 


Gradual reduction method also used in habit cases. Descriptive tooklets 


| fo both systems will be sent on request. Write for terms. 


A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric sig- 

system and new  furnish- 
ings. All rooms outside, with 
or without private bath; hot 
and cold water in each. Fully 
equipped sterilizing and operat- 
ing rooms. Patients admitted 
suffering from Gynecological, 
Obstetrical, Abdominal and Gen- 

eral Surgical conditions. Li 
ited number of medical cases accepted. No contagious, alcoholic or men- 
tal cases admitted. Trained graduate nurses and excellent training 
school. For further information, address 
DOWNEY HOSPITAL, Gainesville, Ga. 


DOWNEY HOSPITAL 


& 


San Antonio, Texas 


FOR NERVOUS AND MENTAL DISEASES, DRUG AND ALCOHOL ADDICTIONS AND 
NERVOUS INVALIDS NEEDING REST AND RECUPERATION 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic 
and therapeutic methods. Modern clinical laboratory. 7 buildings, each with separate lawns, 
each featuring a small separate sanitarium, affording wholesome restfulness and recreation, in 
doors and out doors. tactful nursing and homelike comforts. Bath rooms en suite, 100 rooms, 
large galleries, modern equipments, 15 acres, 350 shade trees, cement walks, playgrounds. 
Surrounded by beautiful parks, Government Post grounds and Country Club. 


H. MOODY, M.D., Supt. 
T.L. MOODY,M.D, Res. Phys. J. A,McINTOSH, M.D., Res. Phys. 
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LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment 
i pkg Morphin Addiction, which Eliminates Suffering and Craving 


SITUATED in the 

. suburbs of Mem- 
phis, Tennessee,on 28 
acres of beautiful 
f#woodland and orna- 
mental shrubbery. 
Modernand approved 
methods in construc- 
tion and equipment. 
Thorough ventilation, 
m sanitary plumbing, 
low pressure, steam 
heat, electric light and 
fire protection. Pure 
water, experienced 

New Buildings Completed in March, 1915 nurses. 
Special facilities for giving hydrotherapy, electrotherapy, 
massage, physical culture and rest treatment 


S. T. RUCKER, M. D., Office, Goodwyn Institute MEMPHIS, TENN. 


The Cipes Sanatorium for Pulmonary and —— Tuberculosis, Albuquerque, New Mexico 


5 A thoroughly equipped 
“1 institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates $20.00 TO $25.00 
per week. No extras 
Write for booklet. 

Joseph S. Cipes, M.D. 


Medical Director. 


WAUKESHA SPRINGS SANITARIUM 


FOR THE CARE AND TREATMENT OF 


NERVOUS 
DISEASES 


BUILDING ABSOLUTELY FIREPROOF 


BYRON M. CAPLES, M.D., Supt. 
WAUKESAA, WIS. 
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The Jackson Health Resort 


Dansville, N. Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good through Pullman trains 
from the South. This institution has for Fifty-Seven years been one of the great leading resorts for those 
needing rest and recuperation. It is ethical in its methods and leading physicians of the United States send 
to it freely patients needing treatment. No insane or objectionable cases received. 


DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institu- 
tion for the scientific treatment 
of tuberculosis. High class ac- 
commodations. Ideal all-year- 
round climate. Surrounded by 
orange groves and _ beautiful 
mountain scenery, Forty-five 
minutes from Los —. 

M. Pottenger, A.M., 
Medical Director. E. Pot« 
tenger, A.B. M.D.,. Assistant 
Medical Director and Chief of 
Laburatory. George H. Evans, 
M.D., San Francisco, Medical Con- 
sultant. For particulars address 
POTTENGER SANATORIUM 
Monrovia, Cal. Los Angeles office: 
1100-1101 Title Ins. Bldg., Fifth 
and Spring Streets. 


The Meriwether Hospital and Training 
School for Nurses, Inc. 


ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his magnificent institu- 
tion has been converted into a general hospital, receiving Surgica 
Gynecological and Medical cases. 

The staff as selected by the management is as follows: 


MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. Stevens, Dr. C. E. 
Cotton. 


SURGICAL—Dr. Eugene B. Glenn, Vice-Dean; Dr. F. Webb 
Griffith, Dr. A. F. Reeves. 


EYE, EAR, NOSE AND THROAT—Dr. E. R. Russell, Dr. J. B. 
Green, Dr. R. G. Buckner. 


NEUROLOGY—-Dr. B. R. Smith. 

GASTROENTEROLOGY—Dr. A. W. Calloway. 
DERMATOLOGY—Dr. W. C. Brownson. 

PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. P. R. Terry. 
ANESTHETIST AND HOUSE PHYSICIAN—Dr. W. J. Hunnicut. 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 


MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 
24 GROVE STREET, ASHEVILLE, NORTH CAROLINA 
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PETTEY & WALLACE 
958 S. Fifth Street SANITARIUM 


MEMPHIS, TENN. 


FOR THE TREATMENT 
OF 


Drug Addiction, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 
ethical. Complete equipment. Best 
accommodations. 

Resident physician and trained 
nurses. 

Drug patients treated 
Pettey’s original his 
personal supervision. 


Detached building for mental 


Dr. Weirick’s Sanitarium 


(Formerly Dr. Broughton’s Sanitarium) 
ESTABLISHED IN 1901 
For OPIUM, MORPHINE, COCAINE and oreee 
RDUG AP DICTIONS, INCLUDING AL@O- 
HOL AND SPECIAL NERVOUS CASES 

Methods easy, regular, humane. Good heat, light, 
water, help, board, etc. Number limited to 44. A well 
kept home. Address : 


DR. G. A. WEIRICK, Superintendent 
PHONE 536 2007 SOUTH MAIN ST. ROCKFORD, ILL 


75 Beds Long 
Distance 
Phone 
Artesian — 
Water 4852 


The Southern Medical Sanitarium 


FOR THE TREATMENT OF 


PELLAGRA AND NERVOUS DISEASES 


Fort Worth, Texas 


This institution is modern in every particular. It is a pleasant, delightful place in which 
to spend a few weeks. There are 75 beds, and every convenience for the patient. Dr. C. C. 
Parrish has charge of the pellagra cases and Dr. W. C. Rountree the nervous diseases. Dr. 
Truman C. Terrell has charge of the pathological laboratories. 


Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 
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Kenilworth Sanitarium 


{(Established 1905) 


Kenilworth, Illinois 


(C. & N. W. Railway. Six miles north of Chicago; 
Built and — for the treatment of nervous and mental diseases. Approved diag- 
nostic and therapeutic methods. 
An adequate night nursing service maintained. Sound proof rooms with forced ven- 
tilation. Elegant appointments. Bath rooms en suite, steam heating, electric lighting, elec- 


tric elevator. 
RESIDENT MEDICAL STAFF; 
Margaret S Grant, M.D. Sherman Brown, M.D., Sanger Brown, M.D., 
Chicago Office 59 East Madison Street. 
Telephone Randolph 5794. Hours 11 to 1, by appointment only. 
All correspondence should be addressed to 


Kenilworth Sanitarium. Kenilworth, Illinois 


OCONOMOWOC HEALTH RESORT - - 


For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M. & St. Paul Rail ay. 30 miles west of Milwaukee. 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid of the institutional at- 
mosphere. 

Forty-one acres of natural park in the heart of the famous Wiscon- 
sin Lake Resort region. Rural environment, yet readily accessible. A 
beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare of 
the patient having been provided for in every respect. The bath de- 
partment is unusually complete and up-to-date. 

Number of ige limited, assuring the personal attention of the 
resident physician in charge. 
tetheieieaaeiemauel Arthur W. Rogers, B L., M D., Resident Physician in Charge 


PRIVATE MATERNITY HOME SOUTH HOUSTON 


gifs, rovemmended by thelt MATERNITY SANITARIUM 


Quiet, homelike, exclusive, protective, strictly ethical. Good 


home for infants provided if desired. Rates reasonable. 
Correspondence and co-operatign solicited from physicians. Box 596, Houston, Texas. 
Twenty-five minutes ride from Houston on the 


Interurban. Take carat Texas and Main streets. 
Long distance telephone in Sanitarium. 


5 To THRE MEDICAL PROFESSION: 
I desire to call attention to my private Maternity Home 
for patients before and during confinement. 


This institution is home-like in every oy screened 
PineCrest, Phone, Caton 334 Catonsville, Md. throughout; hot and cold baths and all other customary 
conveniences. 

Henry B. Koxs, M.D., Medical Director, Phone, South 80 ~ I will accept the guarantee of the regular medical profes- 

For circular and rates, address Supt., Miss Anna A. Sieling,R.N. sion and will ask no questions of patients, treating such with 

A well equipped Sanitarium for the treatment of Mental and the utmost courtesy at all times, 
Nervous Diseases, Drug and Aleohol Habits, etc. I am prepared to secure the adoption of infants into first- 
class homes, as I have applicants on hand from the best 
people at all times. 

I am in a position to secure the best medical service in 

the city, and have in constané attendance the necessary num- 


PEARSON HOME || nurses Patients are at lberty to ue the 


FOR THE TREATMENT OF ethical, legal practitioner, 
Interurban car line passes within a block of the Home. 
Drug Addictions I will attend to bareage, ete. Full directions, and any fur- 
Avoidance of shock ana suffering enables us to ther information by ma 
treat safely and successfully those extreme cases 
of morphinism that from long continued heavy 
doses are in poor physical condition. MRS. J. C. McDEARMON, Matron. 


Hillsdale, Baltimore County, Maryland. 
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DR. BARNES’ SANITARIUM 


STAMFORD, CONN. 


FOR MENTAL AND NERVOUS DISEASES AND 
GENERAL INVALIDISM. 


Splendid location overlooking Long Island Sound and City. 
Facilities for care and treatment unsurpassed. Separate de- 


partment for cases of inebriety. 50 minutes from New York 
City. For terms and information apply to 


F. H. BARNES, M. D. 
STAMFORD, CONN. LONG DISTANCE TELEPHONE 1867 


DR. LIVINGSTON’SHOSPITAL 


HOT SPRINGS, ARKANSAS 


Rates $10.00 to $35.00 per week, including room, 
board, general nursing and medical attention. Ex- 
amination and surgical operations extra. Address 


JOS. J. LIVINGSTON, - M. D. 
PHYSICIAN AND SURGEON IN CHARGE 


St. Vincent Sanitarium 


SANTA FE, NEW MEXICO 
For the Treatment of Tuberculosis 


HIS is *‘The Home-like Sanitarium."’ 
Strictly modern in equipment. Rooms 

with sleeping porch, with or without private 
bath. Steam heated throughout. 

Most efficient nursing. All our nurses 
especially trained in the care of tuberculars. 

Rates include medical attention. No 
extras. 

Climate, —the ideal, high and dry. 


Conducted by Sisters of Charity 
Write for Illustrated Booklet and Rates 


B. E. HEDDING, Medical Director 


Major and Minor Surgery 
Hernia (local anesthesia) 
Cystoscopy (male and female) 
Urethroscopy and Endoscopy 
Neurology and Neurological Surgery 
(brain, spinal cord, peripheral nerves) 
Dermatology (skin pathology) 
Gynecology (operative; non-operative) 
Eye (including Refraction) Ear, Nose, Throat 


New York Polyclinic Medical School and Hospital 


341-351 West SOth St., New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practical 
Work under tutelage, for periods of three months, six months, one year, for 
specialists. Individual Instruction in the following branches: 


Reetal Diseases 

Anesthesia 

Physical Diagnosis 

Infant Feeding and Diagnosis 
Tuberculosis (pulmonary, glandular, bone) 
Drug Addictions and Toxemias 

Diseases of Stomach (dietetics) 

X-Ray and Electro-Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M. D., LL. D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 
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LABORATORY OF DR. ALLEN H. BUNCE 


Atlanta, Ga 


A well-equipped Clinical Laboratory for the examination of pathological, bacteriological and serologica! specimens for phy- 
sicians and surgeons. 
Wassermann Reaction, Five Dollars. Autogenous Vaccines prepared. Milk and water examinations. 
Reports upon request. 
Mailing tubes for specimens and fee list upon application. 
Address ALLEN H. BUNCE, A.B., M.D., Healey Bldg.. Atlanta, Ga- 


The Philadelphia_Post-Graduate School_of Neurology 


This school affords unusual opportunities for practical instruction in neurology and psychiatry, having at command the large neurological and 
psychopathic wards of the Philadelphia General Hospital, the Philadelphia Hospital for the Insane on the same grounds, other large hospitals and sev- 
erall aboratories. The instruction is given by the members of the Neurological Staff of the Philadelphia General Hospital, their associates and assis- 
tants. Each period of instruction extends over six weeks and the fee for the course is twenty-five dollars. 


For further information address DR. CHARLES K. MILLS. 1909 Chestnut Street, Philadelphia 


The Medico-Chirurgical College Philadelphia 


Located in America’s Medical Center. A School which offers Peculiar Advantages | or 
Completing a Course under the Standards of the American Medical Associatlen. 
Completion of standard four-year high school course, or its equivalent, plus one year of work of college grade in Physics, Chemistry, Biology and one 
modern language required for entrance. All credentials must be approved by Pennsylvania State Examiner und« specifications of State laws. A 
Pre-Medical Course in Physics, Chemistry, Biology and German is given, complying with P_nnsylvania State auc! American Medical Association re- 
quirements. The Course in Medicine comprises four graded sessions of eight months each. Among the special featues are Individual Laboratory and 
Practical Work in well-equipped Laboratories and Hos i al, Free Quizzes, Ward Classes limited in size, Systematic Clinical Conferences, Modified and 
Modern Seminar Methods. Abunant clinical material is ‘supplied by the College Hospital, Philadelphia General Hospital (1500 beds), and the Mu- 
nicipal Hospital for Co tagious Diseases. Also Department of Dentistry and a Department of Pharmac. and Chemistry. For information, ete., 
address SENECA EGBERT, M.D., Dean, 17th and Cherry Streets, Fhiladelphia, Pa. 


SPECIAL COURSES AT 


The Chicago Policlinic and The Post-Graduate Medical School of Chicago 


The Twenty-Fifth Annual Special Course Wil Commence 
at THE CHICAGO POLICLINIC ani . at THE POST-GRADUATE MEDICAL SCHOOL OF CHICAGO 
Monday, April 3, 1916 Monday, May 1, 1916 


and will continue three weeks at each irstitution. These courses which have given such satisfaction for so many years have for their purpose the pre- 
sentation in a condesed form of the advances which have been made during the year previous in the following branches: Surgery, Orthopedics, Gyne- 
cology, Obstetrics, Genito-Urinary, Stomach and Rectal Diseases and in border-ti1e medical subjects. Free for each of the above courses $: 
Special oe Work on the Cadaver and Dogs, and General and Special Laboratory Courses. All regular clinics continue as usual. For further 
information address: 


THE CHICAGO POLICLINIC THE POST-GRADUATE MEDICAL SCHOOL OF CHICAGO 
M. L. Harris Secy. Rigs, Secy. 
219 W. Chicago Ave., Chicago, II. 2400 S. Dearborn Street Chicago, Ill. 


NEW ORLEANS POST-GRADUATE SCHOOL OF MEDICINE 


Next Regular Session begins October Ist. Students admitted throughout the year 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the Gen- 
eral practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty occupy 
the highest positions on the Visiting Staff. 


FACULTY LARGE, permitting zmdividual instruction and special work if desired. 


For further information address Joseph A. Danna, M. D., Secretary, Suite 716 Maison Blanche 
Bldg., New Orleans, La. 
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University of Alabama, School of Medicine 


Rated class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of Anatomy, 
Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest standard apparatus. 
Operated by all-time Teachers. Instruction in Junior and Senior years mostly clinical. Below are shown 
four of the institutions affiliated with us for clinical work. 


MOBILE CITY DISPENSARY 


206 beds. Internes appointed and lied by the School. Clinical C led and op d by the school. Over 10,000 patients treated 
material abundant, studied by classes divided into small by students last session. Under direction of 
sections under all-time teacher. experienced teachers. 


ALABAMA MATERNITY AND INFANT HOME U.S. MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Professors Mobile, Ala. Surgeon in charge professor of Tropical Medicine in the] 
of Obstetrics and Pediatrics control. college. Patients utilized by order of Secretary Treasury of U. S.J 


For entrance requirements and full information address DR, T. H. FRAZER, Dean, Mobile, Alabama 
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UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of college work 
in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ work. in an accredited high 
school. 

A premedical course of instruction is given in the Academic Department of the University. 

Well-equipped laboratories under full-time teachers. 

Clinical work in the new Million-dollar Public Hospital. For further information and catalogue, address 
the Dean, 


HENRY ENOS TULEY, M.D., Louisville, Ky. 


Medical College of Virginia Atlanta Clinical Laboratory 


UNIVERSITY COLLEGE OF MEDICINE 10th Floor Candler Bldg. 


MEDICAL COLLEGE OF VIRGINIA Atlanta, Georgia 
Because of increasing progressiveness of the Southern Profession, 
(Consolidated) and consequently their increased demand for Wassermann Test in the 


diagnosis and checking of the progress of treatment of syphilis, I am able 


Medicine = Dentistry Pharmacy to do $5.00 where $10.C0 formerly seen price. 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and Gonnococal fixation test.............0.2 5 00 
vice. Hospital fac es furnish 4 clinic. eds; 
Individual instruction; experienced faculty; prac- || made ot the exciting patholo 25 of 
tical curriculum. Seventy-sixth session opens Sep- Reports wired when money accompanies specimen, if requested. 
tember 16, 1914. For catalogue or information ad- Dr. C. W. GOULD, Man is 
dress Dr. R. C. CURTI tent 
J. R. MeCAULEY, Secretary, S, Assisten 
1140 E. Clay Street Richmond, Virginia 


Look for the RED HEART on the buttle label---no RED HEART, its not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians. 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 

Dr. Henry Froehling, of Froehling and Robertson, Chemists, Richmond, Virginia, on October 
30th, 1914 collected in person water from Stafford Springs from which to make an exhaustive 
test. A complete report has just been made on the water---a report that justifies all the 
claims made of Stafford Water by its many friends. 


Dr. Froehling in his report comments as follows: 
“Tt has been shown that Radio Emmanations are very effective in Gout, Rheumatism, Sclerosis of 
the Arteries, and that the use of Radio Active waters either by drinking or bathing. have a strong 
tendency to increase the activity of the kidneys and bladder. This has perhaps been no uncer- 
tain factor in producing the many cures of Nephritis and other kidney troubles credited to the 
Stafford Mineral Water. 
Stafford shipped in any quantity---handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 


Stafford Mineral Springs and Hotel Co., Ltd. 


Operated by COLBURN MORGAN COMPANY, 
VOSSBURG, mIss. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis. 
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This is the ninth of a se- The facts presented in 
ries of articles on the uses > this series of announce- 
of Stanolax — tasteless, ‘ Rat mee ments are based on au- 
odorless, liquid paraffin. thoritative clinical data. 


Made from American Petroleum 


Post-Operative Constipation 


The successful use of STANOLAX LIQUID PARAFFIN in 
the preparation of patients for operations and in the treat- 
ment of post-operative constipation is well known to phy- 
siclans and surgeons. 


In addition to its being a non-irritant it is especially advis- 
able where irritation would interfere with the best results. 
STANOLAX LIQUID PARAFFIN is odorless and tasteless, 
and conforms to the United States, British and other phar- 
-macopoeia standards of purity. 


anquat, A. (Revue de Therap., Paris, 1914, the treatment of hyperchlorhydria and its conse- 
LXXXI, 181): The writer recommends the use of quences. 
petrolatum oil ia the treatme..t of hemorrhoids, pros- The writer believes that the iatroduction isto phar- 


tatic disease, mucomembra.ous colitis, eaterocolitis macy of chemically ns liquid petrolatum will permit 
hepatic iasufficieacy, and ia the coustipation of wo- of the extendiag of these iadications. He suggests 
me. suffering from uteriue retroversion. It seems to its trial ia diverse iafectious diseases of the i .testi.e, 


be useful ia chrouic appendicitis as well as i: the coa- ia the treatmet of patieats vith iatestial 
stipation of typhoid fever, also following operations — worms, as well as ia pul losis, ia which 
upon the abdomea, iadeed, it seems to be of value ii it seems to be of value, for some reason difficult to 


conditions where the employme.t of olive oil has explai.. 
heretofore been considered desirable, pariicularly ia 


* * * * * 
A trial quantity and fully descriptive booklet will be sent gladly on request. 


STANDARD OIL COMPANY 


(INDIANA) 
CHICAGO, U.S. A. 


Patronize our advertisers—mention the Journal when you write them. 


i 
xvii 
WATER 
Wy, 
Li 
yy 
i 
Ki 
4 
(434) 


SOUTHERN MEDICAL 


JOURNAL 


MODERN equipment, combined with 

years of clinical and analytical expe- 
rience, is at your service. Our reputation 
and names stand back of our work. 


Moderate prices. 


All Serological Tests $5.00. Pathological Examina- 
tion of Tissue, $5.00. Autogenous Vaccines, $5.00. 
Sputum, Smears, Pus, etc., $1.00. Urinalysis, Com- 
plete Chemical and Microscopical, $1.50. Other work 
in keeping with the above prices. 

Write for our fee table with instructions for sending 
specimens. Sterile containers and culture media on 
request. 


Prompt reports by mail, telephone or 
telegraph. 
RALPH W.WEBSTER, M.D., Ph.D. 
Director of Chemical Department 


THOMAS L. DAGG, M.D. 
Director of Pathological Department 


C. CHURCHILL CROY, M.D. 
Director of Bacteriological Department 


CHICAGO LABORATORY 
CLINICAL—ANALYTICAL 
CHICAGO Established 1904 


25 EAST WASHINGTON ST. 


Marshall Field Annex Building 
Telephone Randolph 3610 


FRIES BROS., 92 Reade St., N. Y. 


Manufacturers of 


(PURE CHLORIDE OF ETHYL) 


> 


FOR LOCAL AND GENERAL ANAESTHESIA 


Put up in Automatic GLASS Spraying Tubes. No Steam Valve required. Simply 
press the Lever. The Automatic Sprayer will do the rest. 


SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO., New York Rahway St. Louis 
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We Make-- WASSERMANN TEST $5.00 


Including HECHT-WEINBERG TEST 


All Laboratory Work for Physicians at Moderate Rates 


Pasteur Treatment 


Eighteen doses mailed on successive days including one 5cc all-glass 
Syringe with needles (0.00 


We Sell-- WASSERMANN REAGENTS Carefully Titrated. 


Antigen Cholesterin fortified one vial enough for 30 tests $3.00 
Anti-Sheep Ampboceptor Icc vial $4.00 


A potent, sterile and concentrated Emulsion of 


We P repare-- Mercury Salicylate in 20cc vial ready for 


Hypodermic Use. Price $1.50. Weekly dose, 
5 minims (representing 1 gr.). Writ: for Literature on Laboratory Work. MAILING 
CASES for sending in blood and other material furnished FREE ON DEMAND. 


GRADWOHL BIOLOGICAL LABORATORIES 


R. B. H. Gradwohl, M.D., Director 803 N. Garrison Ave., ST. LOUIS, MO. 


We Have a Limited Supply 


SALVARSAN and NEOSALVARSAN 


(ALL SIZES) 
We Are Offering These to the Physicians! 


If you wish to secure some of these articles write at once to 


DRUG CORPORATION, INC. 
MOBILE - - - ALABAMA 
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Active Internal Secretion: 
Lutein Tablets, H. W. & Co. 


20 grains of corpus.luteum. 


Permanent Suspension in Ampules: 


injection. In 1 and 2 grain sizes. 
pules in a box. 


ovarian deficiency. Each tablet represenis 


Mercury Salicylate. For intramusculer 


ORIGINAL IN CHARACTER 
UNIQUE IN PRESENTATION 
WORTHY IN EFFECTIVENESS 


Kidney Functional Test: 
Phenolsulphonephthalein. For testing 
renal efficiency. Solution in ampules. One 
test in each ampule. 


New Convenient Diagnostic Agent: 
Urease-Dunning. For the accurate esti- 
mation of urea. In tablets. 40 in package. 
One for each estimation. 


Stocked by leading jobbers, also by enterprising pharmacists and supply houses. 


Literature and Special Information Furnished Upon Request 


THE HYNSON WESTCOTT & COMPANY 


Pharmaceutical Laboratory 
BALTIMORE, MARYLAND 


R ATORY 


LAB 
\ PROD 


° 
Armours 
Thyroids— 
powders and tablets 
Parathy, oids— 
powder and tablets 
Anterior Pili.itary— 
powder and tablets 
ior Filutlary— 
powder and tablets 
Le il, ol 
Extract or Fel Ioe 
Marrow 
Elixir of Enzymes 
Peptonising Tablets 
Petponising Powder 
Corpus Lutewm— 


(True substance) 
Powder, Tablets and 5-gr. 


Freshraw material 
makes the most 
reliahle goods. 


ARMOUR COMPANY CHICAGO 


Pituitary Liquid [47mour] 


PHYSIOLOGICALLY standardized... 
Free from objectionable cheinicals. 
The safest in— 
obstetrical cases— 
uterine inertia—- 
peristaltic paralysis. 


l-c. c. ampoules, 6 in a box, dated. 


M-35 


Capsules. 
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MEDICINE 


(INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, DIAGNOSTIC 
METHODS, ETC.) 


THE GLYCOSURIAS. 


By James McLesrmr, M.D., 
Professor of Medicine, Graduate School of 
Medicine, University of Alabama, and 
Physician-in-Chief to the Hillman 
Hospital, Birmingham, Ala. 


Gentlemen of the Southern Medical Asso- 
ciation: I wish to express my sincere ap- 
preciation of the honor conferred upon me 
in being asked to address such a learned 
and representative body of men as are in- 
cluded in this Association. I have chosen 
for my theme not a disease, but a symptom 
—glycosuria—the subject of more investi- 
gation and more controversy perhaps than 
any other single disease condition. At the 
same time it must be kept clearly in mind 
that glycosuria is a symptom and not a dis- 
ease, since failure in the past to distinguish 
properly between glycosuria and diabetes has 
been the occasion of much confusion and 
useless investigation. 

In discussing in a limited space a subject 
about which so much is known, and yet so 
little is certain, brevity demands that one 
speak with a degree of positiveness, which I 
trust you will pardon. 

Any discussion of the glycosurias or at 


’*Oration on Medicine, Southern Medical Asso- 
ciation, Ninth Annual Meeting, Dallas, Texas, No- 
vember 8-11, 1915. 


tempts to classify them should include a con- 
sideration of what is known as the para- 
doxical law. This law concerns itself with 
the assimilation limits of sugars; to quote 
the words of Allen, “If with a given dose 
any utilization of carbohydrate occurs at all, 
an increase of the dose causes the utilization 
of a larger quantity.” 

In all glycosurias, except one, the limit to 
the ability of the tissues to utilize sugar is 
relative, not absolute. Should dextrose be 
given an individual already glycosuric, not 
all of this added sugar serves to augment the 
glycosuria, for at least a part is utilized by 
the tissues, and if he is given still further 
sugar, even more is consumed by the tissues, 
and vet more if more is added. At no time 
does the increment of glycosuria account ful- 
ly for the additional sugar administered, 
whether this be by mouth or subcutaneously. 
Diabetic glycosuria offers the only exception 
to this law. 

Thus, fully developed diabetes mellitus is 
distinguished by an absolute limit of sugar 
tolerance. If the patient with diabetes is 
already glycosuric, he responds to the ad- 


‘mnistration of additional dextrose by an 


equal and frequently surpassing glucose in- 
crement in the urine. 

And in still another way the diabetic or- 
ganism shows its peculiar inability to han- 
dle sugars. To the diabetic, sugar is a diu- 
retic, while to others it is anti-diuretic. This 


| 
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may be explained upon the hypothesis that 
sugar ordinarily circulates in chemical com- 
bination with some other substance which 
makes of it a colloid, and, according to the 
law of colloids, an anti-diuretic. In the dia- 
betic, however, sugar is permitted no such 
combination and must circulate in its crys- 
talline state, exerting the diuretic influence 
of crystalloids. 

To distinguish clearly between diabetes 
mellitus and other conditions accompanied 
by glycosuria, I should define diabetes as a 
progressive disease of carbohydrate metabol- 
ism, characterized by hyperglycemia, by a 
form of glycosuria which fails to obey the 
paradoxical law and by the profuse diuresis 
which follows the administration of dex- 
trose. 

With this understanding, I have divided 
the glycosurias into diabetic and non-dia- 
betic, according to the following plan: 


{ Simple 
Alimentary Hunger-vagabond 
Tract Dyspeptic 
Cachectic 


\ 


Mineral poisons 
Bacterial poisons 
| Drugs 
Liver Foreign Albumins and 
Serums. 
Pregnancy 
Asphyxia 
| 


Non-DIaBETIC 
| Diuretics 
Clinical glycosuria 
Phloridzin (Glycogen- 
Dextrin) 


Kidney 


{ Sympathetic—Piqure 
| Asphyxia 
Infections 
| Heat and Cold 
_ Nervous System 4 Fever 
Adrenal 
Thyroid 
Parathyroid 
Hypophysis 


Pancreas 
DIABETIC 4 


Nervous System 


Sugar appears in the urine under the 
greatest variety of conditions. Why is it 


that the small amount of sugar which nor- 
mally circulates in the blood to the extent 
of 0.063 per cent does not make itself evident 
in the urine? To assume that the kidney acts 
as a sort of dam, over which the sugar flows 
when its height in the blood exceeds a given 
point, say 0.2 per cent, does not satisfac- 
torily explain, for as we have seen, the limit 
of the ability of the tissues to utilize sugar 
is relative and not absolute. 

The explanation may be that the kidney 
excretes only such sugar as appears in the 
blood in the crystalloid state, normal blood 
sugar being protected by some sort of chem- 
ical union. A union of blood sugar with 
lecithin has been demonstrated, the so-called 
Jecorin, and we speak of “Jecorin-like sub- 
stances.” When sugar in excess of the com- 
bining powers of the tissues is thrown into 
circulation, that portion which reaches the 
kidney in the crystalloid state is excreted. 
This view which permits the kidney no quan- 
titative sense or regulatory power seems to 
me the rational one. 

The belief that glycosuria presupposes 
hyperglycemia is usually, though not inva- 
riably, true, for it is occasionally seen both 
in human diabetes and in animal experiment 
that glycosuria persists in the presence of 
normal blood sugar. 

Man’s tolerance for carbohydrates varies 
within rather wide limits. Among other 
conditions, it depends upon whether the 
sugar is taken fasting, or with other foods. 
The rate of absorption is important. It is 
arbitrarily assumed that the individual who 
can take only 100 grams of sugar without 
the appearance of dextrose in the urine pos- 
sesses a lowered carbohydrate tolerance, and 
various clinical tests depend upon this as- 
sumption. Von Noorden administers the 
sugar fasting. Naunyn gives about 100 
grams of bread and 250 c.c. of milk, and then 
two hours later 100 grams of sugar. Most 
individuals can utilize sugar considerably 
in excess of this minimum. 


The least important perhaps of all gly- 
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cosurias is that arising in the alimentary 
tract. It means simply that carbohydrates 
beyond the assimilative powers of the tis- 
sues have been eaten, and absorbed. 

Alimentary glycosuria, the so-called vaga- 
bond glycosuria, dyspeptic glycosuria, and 
that appearing in various cachectic states, 
practically all belong together. In the 
chronic starvation of certain dyspeptic and 
cachectic states, the tissues seem to become 
unused even to normal metabolic demands, 
and when there is given what under other 
circumstances would be regarded as normal 
carbohydrate diet they are taken by sur- 
prise, so to speak, and are unequal to the 
emergency. Thus, a certain amount of sugar 
remains uncombined and is excreted by the 
kidneys. This may be regarded as physio- 
logical or pathological, just as you please 
to view it. 

Whether an alimentary glycosuria long 
continued can produce real diabetes is still 
a field for experiment. Today’s evidence, 
based on both clinical observation and ani- 
mal experiment, would indicate that the ex- 
cessive use of sugar in the normal individual 
can never produce diabetes. 

Because of its prominent and at times 
spectacular role in carbohydrate metabolism, 
the liver has been held responsible for va- 
rious glycosurias, including even that of 
diabetes mellitus. But knowledge gained 
through animal experiment tends more and 
more to exonerate the liver and to place much 
of the blame elsewhere, frequently upon the 
nervous system. True, the liver does play 
an important contributory part in most of 
these states, but the blame for originating 
the glycosuric impulse must be sought else- 
where. 

Numerous poisons, phosphorus, arsenic, 
and foreign albumins and serums can all, 
through their influence upon the liver pro- 
duce glycosuria. The glycosuria -of preg- 
nancy and that of acute yellow atrophy per- 
haps belong here. Some of these agents, 
such as phosphorus, for instance, probably 
act through destruction of the liver cells, 


causing them to suddenly release their 
stored glycogen. Many other poisons exert 
their influence first upon the central nerv- 
ous system and secondarily upon the liver 
through its nerve supply. The occasional 
glycosuria seen in the bacterial infections 
probably arises in this manner. The gly- 
cosuria of asphyxia, no doubt, is of nervous 
origin. It has been suggested that the ap- 
pearance of sugar in the urine during preg- 
nancy may be due to hyperthyroidism 
or perhaps to an unusually large adrenalin 
output with its consequent glycolytic influ- 
ence upon the liver. 

As a result of animal experiment we must 
ascribe to the liver a purely passive role in 
the production of various glycosurias. This 
organ is intimately concerned in the meta- 
bolism of carbohydrates, proteids, and fats, 
and is influenced by many factors, a dis- 
turbance of any one of which may so upset 
the normal course of metabolism as to 
lead, among other symptoms, to glycosuria. 

A long continued, true hepatic glycosuria 
does not exist. Any injury or stimulus 
which will cause the liver to suddenly re- 
lease its stored glycogen will temporarily 
produce glycosuria, but a permanent dia- 
betes never results, and even those chronic 
diseases of the liver which are accompanied 
by most extensive parenchyma loss do not 
produce glycosuria. All of these so-called 
hepatic glycosurias are transient and are 
limited to the duration of the exciting cause, 
and no one has been able to connect them 
in any convincing manner with diabetes 
mellitus. 

There is evidence, however, for assuming 
a genuine renal glycosuria. That produced 
by the diuretics, caffeine, for instance, is 
frequently the result of an untoward in- 
fluence of the drug upon certain of the cere- 
bral centers. In addition to this, a diuretic 
can, through the resulting polyuria, aid in 
the excretion of sugar where there exists a 
mild hyperglycemia which otherwise is not 
of sufficient intensity to lead to glycosuria. 
It must be borne in mind, however, that 
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polyuria alone can never be the cause of 
glycosuria, diabetes insipidus being the best 
evidence of this. 

Phloridzin glycosuria unquestionably rep- 
resents a true renal type, but the earlier be- 
lief that this drug increased the permea- 
bility of the kidney epithelium to sugar is 
giving way to another view. There is ground 
for belief that sugar thus excreted comes 
from some larger and more complex mole- 
cule, with which phloridzin is perhaps united 
in chemical combination. Numerous in- 
stances are known in normal metabolism 
where the pairing of some substance with 
another leads to its excretion, and it is con- 
ceivable that phloridzin may unite itself to 
some colloidal sugar compound and thus ren- 
der it liable to a splitting within the kidney 
with consequent excretion of the sugar radi- 
cle. 

Numerous clinical instances of renal gly- 
cosuria have been reported, it being not un- 
usual to observe nephritis and glycosuria in 
the same patient. The glycosuria in such 
‘ases, however, is usually slight and tempo- 
rary and is frequently dependent upon errors 


in diet with consequent hyperglycemia. It. 


is, of course, not impossible to have ne- 
phritis and diabetes existing in the same pa- 
tient, though there is an old belief among 
clinicians that the onset of nephritis in a 
diabetic leads to lessened glycosuria and 
other evidences of improvement. Before 
judgment, however, is passed upon such 
cases, estimations of blood sugar as well as 
that in the urine should be made, and their 
relation to the paradoxical law should be 
tested: 

The nervous system in the last analysis 
originates the impulse which leads to most 
glycosurias. That Claude Bernard's pune- 
ture exerts its influence by causing the liver 
to suddenly release its glycogen is shown by 
the fact that this symptom ceases when the 
store of glycogen kas been exhausted, and 
that no sugar appears in the urine if pre- 
vious to puncture the animal has, through 
exercise or fasting, consumed all of his gly- 


cogen. Attempts to produce a permanent 
glycosuria analogous to diabetes by inflict- 
ing a permanent injury in this location have 
always failed of their purpose, even though 
the trauma persisted. Repeated and _ fre- 
quent piqtire gradually loses its effect, for 
the glycosuria resulting from each new oper- 
ation is of ever less intensity. That this im- 
pulse is carried through the splanchnics is 
evidenced by the fact that if both nerves 
are cut no glycosuria results. 

That the emotions have a very definite and 
real influence in the production of glyco- 
suria is seen not only in clinical observa- 
tion, but in animal experiment. Cats offer 
the best example of this among the lower 
animals, and the frequency with which sugar 
appears in the urine after the fright of be- 
ing bound has given rise to the term “Fesse- 
lungs Glycosuria.” In man, glycosuria and 
even diabetes, as a sequel of profound mental 
shock, is too frequently and reliably reported 
to admit of doubt, and I am constantly im- 
pressed with the powerful influence which 
the emotions exert upon the sugar output of 
diabetic patients. 

The adrenals, thyroid, parathyroids, and 
hypophysis all have an influence, probably 
indirect and remote, in the production of 
glycosuria. By many writers, particularly 
those of the so-called polyglandular school, 
they have been endowed with diabetogenic 
powers. These glands, together with the 
pancreas, according to this view, bear to one 
another certain synergistic and antago- 


nistic relations, the thyroid, adrenals and. 


hypophysis forming one physiological group 
and the pancreas and parathyroids the other. 
It is said that the glands of the former group 
hasten metabolism and stimulate the sym- 
pathetic fibres, while those of the latter con- 


serve metabolism and stimulate the auto- 


nomic nerves, the secretion of each being 


kept in check by the glands of the opposed 


group. 

Hyperfunction of the adrenals is usually 
accompanied by transient, mild glycosuria, 
and hypofunction, such as is seen in Addi- 
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son’s disease, is said to lead to increased 
sugar tolerance. Piqure glycosuria does 
not appear if the rabbit has been deprived 
of both adrenals, and painting the surface 
of the pancreas with adrenalin will produce 
glycosuria. 
Deductions which endow the adrenals with 


specific diabetogenic powers do not take cog- 


nizance of its complex functions. The adre- 
nal medulla is in most intimate relation- 
ship with the sympathetic nervous system, 
being perhaps an integral part of it, and 
thus influences every organ supplied by these 
nerves. No one has demonstrated an in- 
crease of adrenalin in the blood of diabetics, 
and we sometimes see cases of adrenalinemia 
with normal sugar tolerance. In short, no 
antagonistic relation between the pancreas 
and adrenal has been proven, and the latter 
certainly plays no etiologic role in diabetes. 

Hyperthyroidism is occasionally accom- 
panied by glycosuria, and patients with the 
myxoedema of hypothyroidism ate said to 
have increased sugar tolerance, though ex- 
ceptions to doth of these rules are fre- 
quent. The glycosuria of increased thyroid 
activity is probably a toxic one, the result 
of excessive thyroid influence upon the liver. 
Here again no direct antagonism toward the 
pancreas has been shown. The parathyroids 
and the hypophysis in their relation to the 
pancreas have been comparatively little 
studied, but their influence in the production 
of glycosuria is probably indirect and re- 
mote. 

None of these organs of internal secretion, 
excepting the pancreas, have at autopsy 
shown an anatomic relationship to diabetes, 
and there seems to be no good ground for 
looking upon them as in any sense truly 
diabetogenic. 

Diabetes mellitus presents a form of gly- 
cosuria separate and distinct from all others, 
representing as it does a disease sui generis. 
Vast amounts of brilliant experimental work 
and painstaking clinical observation have 
brought us very close to an understanding 
of the etiology of diabetes, but a great deal 


yet remains to be worked out. It would be 
fruitless to discuss the various theories 
which have been held from time to time and 
are now largely discarded. The polyglan- 
dular view of Falta and others which I have 
just discussed seem to me to belong to this 
category. 

All evidence, both clinical and experiment- 
al, would indicate that the pancreas is the 
organ most intimately concerned in the pro- 
duction of diabetes. Conflicting views as 
to whether the islands of Langerhans repre- 
sent separate physiologic structures or are 
immature, perhaps reserve. Acini do not 
concern us, for whatever their ultimate na- 
ture, they are the structures in which the 
pathological changes characteristic of ex- 
perimental diabetes are most often found. 

Allen, by removing varying amounts of the 
pancreas of dogs, produces at will diabetes 
of any degree. The mildest he calls diabetes 
levis, and the severest absolute form in which 
the tissues utilize no sugar is termed diabetes 
gravis. If a dog with diabetes levis is by 
appropriate diet kept sugar free his rem- 
nant of pancreas when he is finally killed ap- 
pears perfectly healthy and the islets intact. 
If, however, food in excess of his carbohy- 
drate tolerance is permitted, as evidenced 
by continued glycosuria, he enters finally 
upon a severe form of the disease, and rigid 
diet is no longer effectual in rendering the 
urine sugar free. If this dog is now killed 
the islands will be seen to have undergone 
certain characteristic degenerative changes. 

The dog with a pancreas remnant repre- 
senting one-eighth or perhaps one-ninth of 
the original gland, and consequent diabetes 
levis, whose carbohydrate tolerance has 
been exceeded only slightly or for a short 
time, shows changes in the islands which Ho- 
mans believes to be evidence simply of stimu- 
lation. In other appropriately treated ani- 
mals, changes which he regards as character- 
istic of regeneration may be found, and in 
those with grave and continued diabetes, the 
islets show a characteristic form of complete 
degeneration, which are best described in his 
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words: “The acinous tissue is normal and 
presents its usual content of zymogen. Re- 
markable alterations, however, are notice- 
able in the islands of Langerhans. For the 
most part these structures, usually dense 
masses of closely-packed cells, have the ap- 
pearance of irregular, coarse-meshed sieves. 
The cell outlines, the shrunken nucleus, a 
few mitochondrial filaments attached to fine 
shreds of protoplasm, alone are left. The 
secretory granules have disappeared.” 
“Such changes are universally apparent in 
the pancreas of animals subjected to a rap- 
idly fatal experimental diabetes. In in- 
stances of a less rapid manifestation of the 
disease, it is easy to see how islands may dis- 
appear or become altogether unrecogniza- 
ble.” 

This demonstration of stimulation, of rest 
with regeneration, and of excessive activity 
with exhaustion and consequent degenera- 
tion, all depending upon whether or not the 
islet cells are able to meet the metabolic 
demands made upon them, is the most valu- 
able contribution to the subject of diabetes 
which has been made in years. Its direct 
therapeutic application enhances wonderful: 
ly its value. 

Why is it that such changes in the islets 
are not more frequently reported in the ne- 
cropsy material from man? Many authors 
do report changes of this nature, while others 
deny their existence or at least their fre- 
quency in diabetes. Hanseman could not 
find that diabetes exhibited any unusual pre- 
ponderance of island changes, though he 
found frequent disease of the acini and con- 
sidered this characteristic of diabetes. Re- 
cently Labbé, Laiguel, Lavastine and Vitry 
have published their studies of the pancreas 
from nineteen diabetics and thirty-seven non- 
diabetics, in which they could trace no rela- 
tion between diabetes and organic disease of 
the islands. Opie’s observations to the con- 


trary are well known. It is significant that 
those pathologists who have at their disposal 
the largest amount of autopsy material are 
most frequently adherents to the insular 
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theory. Weichselbaum, in 50 per cent of 185 
cases of diabetes, found evidence of degen- 
eration of the islet cells and describes, among 
other changes, hydropic degeneration identi- 
cal with that described by Allen and by 
Homans. In addition, regenerative changes, 
similar to those of experimental diabetes, 
have been found in the same pancreas along- 
side evidences of degeneration. We cannot 
escape the fact that true diabetes identical 
with that in man can be produced experi- 
mentally in animals only by removal or de- 
struction of a large part of the pancreas. 

Nevertheless, as some one has remarked, 
a pathologist who is asked to examine pan- 
creas specimens from a large amount of au- 
topsy material, would have a hard time pick- 
ing out those from diabetic patients. The 
most plausible explanation is that in man 
we are studying a relatively mild form of 
diabetes in which functional pancreatic de- 
rangement predominates as opposed in ani- 
mals to the diabetes gravis of extensive or- 
ganic disease. 

Evidently the islands of Langerhans con- 
tribute an internal secretion essential to car- 
bohydrate utilization, and the lack of this 
substance produces diabetes. Something 
thus given to the blood by the pancreas acts 
upon the sugar, probably combining with it 
in order to give the tissues a handle, so to 
speak, by which they can grasp it and con- 
vert it to their uses. 

This is no doubt a sort of stereochemical 
union, and the existence of a specific ambo- 
ceptor in the secretion from the islets is as- 
sumed. There is abundant experimental evi- 
dence in support of the view that the body 
cells can fasten upon the sugar only by 
means of this amboceptor, and that its ab- 
sence results in non-utilization of sugar. Al] 
attempts at modifying diabetes by feeding 
fresh pancreas or its extract have, however, 
been fruitless, as would be expected, since 
the bodies under discussion are of such deli- 
cate nature and are so easily destroyed. 

But how can the amboceptor theory ex- 
plain diabetes of nervous origin? For, from 
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authentic clinical evidence, we must recog- 
nize that nervous states not only influence 
the course of an existing diabetes, but that 
emotional and other shocks actually produce 
the disease. 

The pancreas is abundantly supplied with 
nerves from the sympathetic ganglia, from 
which filaments go to the islands of Langer- 
hans and come into intimate contact with its 
cells. Whether these nerves carry a direct 
secretory impulse or indirectly influence se- 
cretion through vasomoter control is in dis- 
pute, but their influence is unquestionable. 
It is possible that, under certain circum- 
stances, the nice balance of the svmpathetic 
system becomes so disturbed that the pan- 
creas receives constantly an abnormal in- 
nervation. Changed bodily conditions, par- 
ticularly of the abdominal organs, can pro- 
duce such a state, and it is conceivable that 
even a single profound shock can so upset 
the nerve centers as to lead to permanent 
derangement. 

In addition to clinical observations upon 
the ability of the nervous system to produce 
diabetes, numerous anatomical studies. have 
been offered in support of this view. Rosen- 
berger reports Windle as having found dis- 
ease of the central nervous system and sym- 
pathetics in 153 out of 259 diabetics—more 
than 50 per cent—while Schmitz, at the other 
extreme reported only eighteen instances of 
important central nervous disease in 600 dia- 
betics. It must be borne in mind, however, 
that these figures include all patients with 
nervous disease, such as paresis, tabes, brain 
tumor,,etc., who incidentally have diabetes, 
many of them having developed the disease 
previous to the acquisition of the brain les- 
ions. Diabetes of nervous origin cannot be 
likened to piqure glycosuria, for the former 
is usually slow in onset and frequently 
reaches its greatest intensity months after 
the initial injury or shock. ; 

Thus it appears that there are only two 
diabetogenic organs, the pancreas and the 
brain. 

We get a view of diabetes mellitus not only 


as an organic disease of the pancreas, as in 
animal experiment, but as a functional de- 
rangement of the islands of Langerhans. If 
this view is correct, we should endeavor in 
some way to discover the causes which alter 
this sympathetic mechanism, and by remov- 
ing them to restore normal nerve balance— 
and, when this is done, to cure diabetes. 

But is there not possible another sort of 
functional disturbance? Perhaps, after all, 
the islets depend for their normal stimula- 
tion upon some substance brought to them 
by the blood, just as the acini are activated 
by secretion from the duodenal mucous mem- 
brane. Attempts at finding this hypotheti- 
cal substance or even its source have in- 
variably failed. Pfluger did a great deal of 
experimental work toward this end, cauter- 
izing and otherwise injuring the duodenal 
mucous membrane, but could demonstrate 
no influence on carbohydrate metabolism. 

Yet many facts point to some sort of re- 
lation between the duodenal mucous mem- 
brane and the internal secretion of the islets, 
or, better perhaps, between the latter and the 
secretion from the acini. Witness the occa- 
sional improvement and even cure in ex- 
perimental diabetes which follows permanent 
ligature of the pancreatic duct, or from a 
clinical standpoint consider the influence 
of Von Noorden’s accidentally discovered 
oat cure. Certainly the absorbed end prod. 
ucts of digested oatmeal are identical with 
that from all other starches, and no one 
has been able to show that the oatmeal of.- 
fers to man any substance of peculiar value; 
yet in diabetes a diet of oatmeal gruel pro- 
duces at times distinct improvement, due, 
no doubt, to the sedative effect of gruel upon 
the duodenal mucous membrane. 

In connection with this relation of the 
duodenum to diabetes, I cannot forego a word 
regarding the possible etiologic influence of 
years of faulty diet—not of excessive sugar, 
for I think it has been shown that this prob- 
ably can never produce diabetes in the nor- 
mal animal, but of meats and _ other 
piquant foods. For we see diabetes melli- 
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tus most often in those races and individuals 
who are most accustomed to what is termed 
“high living.” 

Before closing a discussion of the glycosu- 
rias and diabetes, some mention should be 
made of the practical results of the animal 
experiments above mentioned. ~The older 
writers knew that starvation benefited dia- 
betes, and that to permit the continuance of 
glycosuria would result in lowered carbohy- 
drate tolerance, but it remained for Allen, 
through his brilliant experiments, to explain 
this and to devise an entirely new and ra- 
tional therapy, the essential feature of which 
is occasional and properly adjusted starva- 
tion. 

His method of treatment is the direct 
result of these painstaking experiments. The 
endeavor is to keep the urine sugar free. 
and thus, through rest and consequent re- 
generation of the island cells, to restore some 
degree of carbohydrate tolerance. He does 
this by means of starvation, the patient be- 
ing given no food except alcohol for 2, 3, 5, 
or even 7 days at a time. When the urine 
sugar free, it usually be 


is once can 


kept so by appropriate diet and occasional . 


single starvation days. During starvation 
the patient receives liberal quantities of 
whiskey or brandy and sodium bicarbonate. 

Feeding is resumed, not with fats and 
meats, but with small quantities of carbo- 
hydrates, preferably in the form of twice- 
boiled green vegetables. When there has 
been established a fair degree of tolerance 
for carbohydrates, say 80 grams, albumins 
and fats are cautiously added. The tolerance 
for each of the three classes of foods must 
be determined separately and the diet kept 
well within these limits, being increased only 
as tolerance is raised. 

Recourse must be had to starvation, one 
day at a time, when sugar reappears, and, 
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even without sugar, starvation days must 
be interspersed at regular intervals. 

The diet must be planned with nicety and 
accuracy. As an aid in this, Locke’s little 
book of food values has proven indispensable. 
| have put this book in the hands of patients 
who, after a little instruction, were able to 
arrange very satisfactorily their own diet. 
Joslin teaches them to examine the urine as 
well as to arrange the diet, and lets them 
return home to remain under “long distance 
treatment.” 

It seems essential to keep the patient’s 
weight down. Most of them finally reach 
an optimum at which they do best, and at- 
tempts at increasing this weight frequently 
lead to trouble. 

To enter upon a detailed discussion of 
Allen’s treatment would transcend the limits 
of this paper, but two observations which 
have been impressed upon me seem pertinent. 
One is that mental and physical rest are val- 
uable and at times essential adjuncts; the 
other, that when the regime is once started, 
careless feeding may bring rapid disaster. 

During the past year I have used this 
treatment with several of diabetic patients. 
It is, of course, too early to judge. It may 
be after all that diabetes is an ever-progres- 
sive disease, and that treatment at best can 
only arrest its course for a time. But if 
anything will cure or modify the course of 
diabetes, the greatest promise seems to me 
to be in this mode of treatment devised by 
Allen. 

To sum it all up, glycosurias are of two 
kinds, separate and distinct—diabetjec and 
non-diabetic—the former an important part 
of a clearly defined disease complex, the 
latter a symptom of metabolic disorder aris- 
ing in any one of a number of organs, the 
alimentary tract, the liver, the kidneys, or 
the nervous system. 
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THE CLINICAL DIAGNOSIS OF ACUTE 
LEUKEMIC STATES.* 


By Lewe tys F. Barker, M.D., Watrer A. 
Baetser, M.D., anp Sypney R. 
Mitter, M.D., 

Baltimore, Md. 


Thanks to the gradual extension of hema- 
tological and histological technic, our con- 
ceptions of the leukemic states, acute and 
chronic, and of certain other conditions re- 
sembling them, are becoming more clearly 
defined. We have come to understand a leu- 
kemic state as one in which there is in the 
body definite proliferation of the leukopoie- 
tic tissues, either myeloid or lymphadenoid, 
and the appearance in the blood of imma- 
ture white blood cells, usually in large num- 
bers, the degree of immaturity being the 
more pronounced as the cases are more’ acute. 

This definition of leukemia excludes Hodg- 
kin’s disease and the ordinary leukocytoses 
and lymphocytoses, since in these processes 
neither the blood picture nor the changes in 
the tissues characteristic of leukemic states 
are present. It also excludes the aleukemic 
lymphadenoses and the aleukemic myeloses 
in which, though the histological changes in 
the hemopoietic tissues may be identical with 
those of leukemia, the characteristic blood 
picture is absent. It is very probable, how- 
ever, that the aleukemic lymphadenoses and 
aleukemic myeloses are closely allied to the 
leukemic states, for we have a great deal of 
evidence that acute leukemic states are often 
preceded by aleukemic stages. Moreover, in 
the course of an outspoken leukemia the he- 
matological picture may change to that of 
an aleukemic state. 

There is good reason for separating a 
group of acute leukemic states from the 
chronic leukemic states, for the mode of on- 
set, the clinical symptoms, the course, the 
duration, ihe blood picture, and at autopsy 


_ *Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, November 8-11, 1915. 


the histological changes, differ. Whether 
the etiological agent is the same for the two 
groups of cases we do not yet know. It is 
possible that they are identical, though many 
investigators believe that the etiological 


. agents are entirely different from one 


another. In favor of the identity of etiology 
is the fact that a chronic leukemia may have 
an acute onset or an acute termination. 

With the majority of clinicians we divide 
the acute leukemic states into two great 
groups: (1) the acute lymphadenoid leu- 
kemic states, and (2) the acute myeloid leu- 
kemic states; or, if preferred, the designa- 
tions (1) acute leukemic lymphadenosis and 
(2) acute leukemic myelosis may be em- 
ployed. The clinical course is very similar 
for the various acute leukemic states, but 
the blood picture of the acute leukemic lym- 
phadenosis is sharply separable from that 
of acute leukemic myelosis, and further- 
more, the histological findings at autopsy in 
the cases that have been carefully studied 
and reported are specific. There are un- 
doubtedly cases in which the blood picture 
alone may leave one in doubt as to which 
group the case belongs, though if the newer 
methods of staining te employed and es- 
pecially if the ferments in the leukocytes be 
studied, it is nearly always possible from the 
blood picture alone to give the case its proper 
nosological position. It is highly desirable, 
however, that wherever possible the clinical 
diagnosis should be controlled by histologi- 
cal findings, as this disease is practically 
always fatal. 

The greatest difficulty lies in deciding in a 
case in which all the cells are non-granular, 
and about the size of large lymphocytes, 
whether we have to deal with a large-celled 
lymphadenoid leukemia or with a_ small- 
celled myeloid leukemia due to the presence 
of micromyeloblasts. A careful study of the 
exact morphology and the staining reactions 
of the cells will usually suffice to distinguish, 
especially if the oxydase reaction and the 
indolphenol blue synthesis be used as a con- 
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trol. It is erroneous to think that cases in 
which the lymph glands are markedly en- 
larged are necessarily instances of lympha- 
denoid leukemia, just as it is wrong to as- 
sume that marked enlargement of the spleen 


without enlargement of the lymph glands 


necessarily indicates that the leukemia is 
myeloid in origin. The lymph giands are 
often markedly enlarged in acute myeloid 
leukemia, and the spleen or the bone mar- 
row may be predominantly involved in cases 
of leukemia which are not of myeloid origin. 
If an enlarged lymph gland be removed dur- 
ing life and subjected to careful histological 
study a decision could probably be certainly 
arrived at, for the lymphadenoid hyperpla- 
sia of acute lymphadenoid leukemic states 
is wholly different from the myeloid meta- 
plasia met with in the acute myeloid leu- 
kemic states. 

The object of the present paper is, how- 
ever, not the discussion of the etiology of 
leukemia or a description of the pathological 
histology of the disease, but rather the 
presentation of an epitome of the blood find- 
ings and clinical symptoms in a series of 


acute leukemic states which have come un-- 


der our observation. Our material includes 
some twenty-one instances of acute leukemic 
states, most of which have been studied in 
the medical service of the Johns Hopkins 
Hospital, though a few of them have been 
placed at our disposal by physicians in 
neighboring hospitals or by private practi- 
tioners. It is not our purpose to report all 
of these cases in full at this time, but in the 
lantern slides which are thrown upon the 
screen we shall present the blood picture in 
a dozen cases illustrating certain acute leu- 
kemic states proper and also acute stages in 
chronie forms of leukemia. We shall also 
refer to a case of atypical acute myeloid leu- 
kemia in which the blood picture closely re- 
sembled that of pernicious anemia, and also 
to a case of lymphemia apparently due to 
infection in which the blood picture might at 
first be taken for that of leukemia, but which 


we have not yet proved is associated with 
leukemic changes in the tissues. 


Case I. A case representing an acute onset 
in a chronic lymphadenoid leukemia, the symp- 
toms and the blood picture being of the acute type. 

F. B., aged 65 years. Studied by courtesy of 
Dr. T. R. Boggs. 

Clinical—Chills, sweats, fever, pallor, marked 
enlargement of all lymphatic glands, palpable 
spleen. Later, these acute symptoms declined, 
and the disease became chronic. 

Duration—The acute symptoms lasted about 
four months. 

Blood—R. B. C., 4,048,000; Hb., 62%; W. B. C., 
182,000; P. M. N., 4.4; Fragile Lymph., 43.6; 
PM. Mones:, 0; P: M. B., 0; Trans:, 03 
Lymph., 52; Myeloc., 0. 

The blood picture was characterized in the 
acute stage by a high percentage of young, 
fragile cells. 

Case II. A case representing an acute stage 
in a chronic lymphadenoid leukemia, followed by 
a leukopenic stage. 

R. S., aged 21% years. Johns Hopkins Hos- 
pital. 

Clinical—Continuous fever, anemia, marked en- 
largement of all lymph glands, spleen and liver. 
Remission. 

Duration—The high white count (50,000 to 8,- 
500) continued for two weeks, after which the 
white count varied between 6,100 and 4,800. 

Blood—R. B. C., 2,200,000; Hb., 30%. Differ- 
ential count in the leukopenic stage: P. M. N., 
7.0; Monos., 303; M. Trans. 1:2: 
P. M. B., 0; N. Myel., .6; Lymph., large, 81.1; 
lymph., small, 6.2. 

The blood at this stage is similar to that in 
aleukemic lymphadenosis. 

Case III. A case of acute lymphadenoid leu- 
kemia with many large lymphocytes in the blood. . 

H. M., aged 32 years. 

Clinical—Sudden onset, fever, marked anemia, 
hemorrhagic diathesis; general glandular en- 
largement. 

Duration—From symptoms, 3 weeks; from 
diagnosis, 10 days. 

Blood—W. B. C., 60,000-70,000; P. M. N., 4.4; 
is. Mones., 4:2; P: 4: Trans, 4: P.M. 
.2; N. Myel., .8; Lymph., 92.6. 

Acute condition suggested by the large type of 
the lymphocyte present. 

Case IV. A case of acute lymphadenoid leuke- 
mia. 
A. B., female, aged 21 months. John Hopkins 
Hospital. 
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Clinical—Acute onset, septic temperature, pro- 
gressive anemia, marked enlargement of all 
glands, liver, and spleen. 

Duration—Death three weeks after onset of 
symptoms, two weeks after diagnosis was made. 

Blood—R. B. C., 2,300,000; Hb., 30%; W. B. C., 
267,000-171,000; P. M. N., 4.6; L. Monos, 1.2; 
P. M. 'E., .2; Trans., 0; P. M. B., 0; N. Myeloc., 
1.6; Lymph., 92.4. 

The blood picture is that of typical acute 
lymphadenoid leukemia of the large cell type with 
many (13%) large pathological forms. The few 
myelocytes present are of the mature type, in- 
dicating a slight irritation-myelocytosis. 

Case V. A case of acute lymphadenoid leuke- 
mia with terminal leukopenia. 

B. K., child, aged 18 months, a patient of Dr. 
John Ruhrah. 

Clinical—Fever, rapid anemia, practically no 
glandular enlargement, spleen just palpable. 

Duration—Death three months after appear- 
ance of symptoms; diagnosis two and one-half 
months before death. : 

Blood—W. B. C., 20,000 to 600 (estimated from 
smears); differential count showed constantly 
85-95% lymphocytes with a variable number of 
large pathological forms except during a period 
of about two weeks following transfusion, when 
the blood picture became practically normal. 

The blood picture was characterized almost 
throughout by a low count and by a high mono- 
nucleosis; there was a terminal extreme leukope- 
nia. 

Case VI. A case in which the blood presented 
a pronounced lymphemia, regarded as infectious, 
but not as a true leukemic picture. 

P., aged 32 years. John Hopkins Hospital. 

Clinical—F ever, purpuric eruption, marked en- 
largement of spleen. 

Blood—W. B. C., 10,000; P. M. N., 24; Lymph., 
large, 60.4; Lymp., small, 10; total, 70.4; P. M. 
E., 1; P. M. B., 0; L. Monos., 3.3; Trans., 1.3. 

The blood picture at first suggests that of 
lymphadenoid leukemia of the large cell type; 
whether we have to deal in reality here with an 
infectious (non-leukemic) lymphocytosis, or with 
a true leukemia is not yet certain. 

Case VII. A case of acute myeloid leukemia 
in an infant. 


L. F., female, aged 9 months, a patient of Dr. 


J. H. M. Knox. 


Clinical—Fever, diarrhea, rapid anemia. No 
enlargement of the lymph glands or of the spleen. 

Duration—Death three and one-half weeks 
after the onset of the acute symptoms; the diag- 
nosis was made 12 days before death. 

Blood—W. B. C., 200,000; P. M. N., 48; Trans., 


0; P. M. E., 4.2; N. Myeloc., 18; P. M. B., 0; 
E. Myeloc., 1.6; Lymph., 30.8; B. Myeloc., .2; L. 
Monos., 0; Myelob., .4. 

The blood resembles that of chronic myeloid 
leukemia except in the presence of a high per- 


centage of lymphocytes, which is probably due ; 


to the age of the patient. 

Cace VIII. A case of acute myeloid leukemia 
in an adult. 

S. H., male, aged 40 years. Johns Hopkins 
Hospital. 

Clinical—Onset sudden, septic temperature, 
rapidly developing anemia, exophthalmos, stoma- 
titis. No enlargement of the lymph glands or of 
the spleen. 

Duration—Death one month after onset of 
symptoms; diagnosis twelve days before death. 

Blood—R. B. C., 970,000; W. B. C., 35,000; Hb., 
40%; P. M. N., 21; Lymph., 2; P. M. E., .8; N. 
Myel., 52; P. M. B., 0; E. Myel., 6; L. Monos., 
5; Mlb., 14. 

The blood is similar to that of chronic myeloid 
leukemia, except for the high percentage of my- 
eloblasts in association with a relatively low 
count. 

Case IX. A case of acute myeloid leukemia, 
the white corpuscles becoming ever more imma- 
ture as death was approached. 

J. B. T., male, aged 47 years. John Hopkins 
Hospital. 

Clinical—Sudden onset, septic temperature, 
rapidly developing anemia, otitis media, ulcera- 
tive stomatitis, hemorrhagic diathesis, liver and 
spleen enlarged, no enlargement of the lymph 
glands. 

Duration—Death two and one-half months 
after onset of symptoms. Diagnosis two and 
one-half months before death. 


Blood—R. B. C.—4,000,000-1,900,000; W. B. C., 
17,000-280,000; Hb., 72-25%; P. M. N., early, 
59.6; late, 25.7; P. M. E., early, 0; late .3; P. 
M. B., early, 0; late, 0; Lymph., early, 10.6; late, 
6.7; L. Monos., early, 5.6; late, 14.0; Trans., 
early, 1.4; late, 4.3; N. Myeloc., early, 20.2; late, 
25; B. Myeloc., .6; late, .8; Myelob., early, 2; 
late, 23.2. 

The blood picture early suggests chronic mye- 
loid leukemia. Later it developed into that of 
the typical acute myeloid type. 

Case X. A case of acute myeloid leukemia of 
the chloromatous type. - 

E. P., male, aged 17 years; a patient of Dr. 
T. R. Boggs. 

Clinical—Symptoms of acute infection, swollen 
eye, otitis media, moderate enlargement of the 
lymph glands and of the spleen, rapidly develop- 
ing anemia, septic temperature. 
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Duration—Death three and one half months 
after onset of symptoms. Diagnosis seven weeks 
before death. 

Blood—R. B. B., 1,900,000; W. B. C., 184,000; 
Hb., 40%; P. M. N., 3.4; Trans., .4; P. M. E., 0; 
N. Myel., 6.2; P. M. B., .2; B. Myel., 1.6; Lymph., 
3.8; Myelob.: small, 34; medium, 46; large, 4.2; 
L. Monos., .2. 

Unusual myeloblastic blood. The blood picture 
at first sight resembles that of acute lymphad- 
enoid leukemia. 

Case XI. A case of acute myeloid leukemia 
with many unripe marrow cells in the blood. 

J. H. S., male, aged 31 years. Johns Hopkins 
Hospital. 

Clinical—Septic temperature, hemorrhagic 
diathesis, rapidly developing anemia, no glandu- 
lar enlargement. 

Duration—Death three and one-half months 
after onset of symptoms. Diagnosis five weeks 
before death. 

Blood—R. B. C., 1,200,000; W. B. C., 6,700- 
15,400; Hb., 28%; P. M. N., 17; L. Monos., 4.2; 
P. M. E.. 0; Trans., 0; P. M. B., 0; N. Myel., 3.6; 
Lymph., 6; Myelob., 69.2. 

The blood on cursory examination might easily 
be mistaken for that of an acute lymphadenoid 
leukemia. The cells classed as myeloblasts close- 
ly resemble the cells described by Pappenheim as 
lymphoidocytes. 

Case XII. A case of acute leukemia with se- 
vere anemia. . 

B. G., male, aged 26 years; a patient of Drs. 
Leopold and Sexton. 

Clinical—Sudden onset, rapidly developing 
anemia, coma, no glandular enlargement, spleen 
moderately enlarged, septic temperature. 

Duration—Death twelve days after onset. 
Diagnosis made five days before death. 

Blood—R. B. C., 1,100,000; W. B. C., 40,000; 
Hb., 18%; P. M. N., 31.2; L. Monos., 3.2; P. M. 
E., 6.8; Trans., 5.4; P. M. B., 0; N. Myeloc., '2.4; 
Lymph., 51. 

The blood picture is that of a marked anemia 
with a large number of nucleated R. B. C., the 
number of these being even greater than that 
of W. B. C. The W. B. C. are young and atyp- 
ical; many are fragile forms. The picture sug- 
gests that of pernicious anemia, but is in reality 
that of a leukemia. The term leukanemia should 
be avoided. 

Autopsy Findings—Acute_ splenic tumor, 
splenic and hepatic infarcts, cloudy swelling of 
viscera. 


“Clinical and Hematological Pictures in Acute 
Infections Simulating Acute Leucemia,” by W. A. 


Baetjer and S. R. Miller, Baltimore, discussed in 
connection with Dr. Barker’s paper, will appear 
in our March issue. 


DISCUSSION ON THE PAPERS OF DRS. 
BARKER AND BAETJER. 


Dr. George Dock, St. Louis, Mo.—On account 
of the lateness of the hour, I shall not venture 
on a discussion of these papers, much as I would 
like to. I consider them the most valuable con- 
tributions to the study of leukemia that have 
been made for a long time. They attack the 
root of the most important part of that problem. 
The work illustrates the necessity of much more 
careful blood studies than are often made if 
one is going to avoid avoidable accidents. In this 
connection I would like to mention two cases. 
Warthin and I reported a case that was brought 
into the hospital at midnight with a diagnosis 
of appendicitis. The history was typical. The 
surgeon made preparations for operation. A 
blood count was made and showed 90,000 leu- 
cocytes. No differential count was made. For- 
merly, a count as high as that would have made 
the diagnosis of leukemia clear, but one can have 
a leucocytosis as high as that without leukemia; 
recently I had a case of colon infection with 90,- 
000 leucocytes. A differential count was not 
made. Operation was performed, and when the 
appendix was examined histologically it was 
found to be leukemic. Several smears had been 
kept, and examination of these smears showed 
atypical leukemia. 

In a much more recent case, only a few weeks 
ago, a man, about 50 years of age, was taken 
with what seemed to be an acute parenchymatous 
tonsillitis, and after the usual treatment had 
failed a specialist, after having made two in- 
cisions in the tonsils, and failing to get pus, con- 
cluded he was dealing with parenchymatous in- 
flammation, if not with a suppurative condition, 
and proceeded to take out the tonsils. A blood 
count showed 40,000 leucocytes. Shortly after the 
operation it was found the patient had a count 
of 200,000 cells, and the spleen was enlarged, 
and the day before he died he had the typical 
picture of lymphatic leukemia, except he had no 
enlarged glands. 

It is not enough in cases which seem appar- 
ently simple to make a blood count with a blood 
counter and stop. The examination of the blood 
in such cases as Dr. Baetjer and Dr. Barker have 
presented to us is difficult. The most experienced 
blood examiners have difficulty in interpreting 
such blood, but at least one can say whether 
the case should go on to operation or make a more 
thorough examination. 

One point I would like to emphasize is that to 
which Dr. Baetjer has called attention. I have 
not followed the practice in leukemic cases of 
telling the patients that the disease is always 
fatal. Theoretically the condition should be 
curable for a number of reasons. If the cases are 
seen early enough they should get well; there- 
fore, in every case an effort should be made to 
carry out treatment. If you tell a leukemic pa- 
tient he is going to die, you lose a valuable oppor- 
tunity of making a study which should be made 
in such a case, and it may be that anyone will be 
fortunate to see a case recover. I have had the 
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satisfaction of seeing life prolonged with high 
functional activity. 


Dr. Frank A. Jones, Memphis, Tenn.—I do not 
think, after these masterly papers have been 
contributed, there is very much to discuss. Cer- 
tainly the authors have brought our knowledge 
with reference to these leukemias up to date. 

I often think of the dictum of Leube with ref- 
erence to the leukemic states, that they are law- 
less and know no law. They are veritable an- 
archists. In my experience the lymphatic leu- 
kemias are acute and come on very rapidly. 

I want to relate briefly a case that was re- 
ferred to me, the history of which is about as 
follows: About two months previously, a patient 
who was in the pink of health physically, was 
attacked violently with tonsillitis associated with 
arthritis, with high temperature and sweats. A 
few days after the tonsillitis and arthritis de- 
veloped, the physician stated the patient had 
agonizing pain over the gall-bladder, with vomit- 
ing and diarrhea. I was called and examined 
the case thoroughly, sifted everything out, and 
found he had lymphatic enlargement in the axil- 
lae and groin, and the cervical glands were small 
in size, not larger possibly than buckshot. With 
the onset of the tonsillitis and arthritis, .with 
violent pain radiating over the abdomen, I re- 
volved in my mind the question of acute lymphatic 
leukemia, and had a blood analysis made, and 
the blood count showed typical lymphatic leuke- 
mia. The patient died two weeks after being 
sent home. 

There is great diversity of opinion among the 
German, French and English schools with refer- 
ence to these leukemias. Leube says you cannot 
distinguish true lymphatic leukemia from mild 
leukemia. Leube in his post-mortem examina- 
tions has held that where a diagnosis of lymphatic 
leukemia has been made post-mortem examina- 
tion has shown marked changes in the spleen. 
The splenic enlargement is more puzzling to me 
in all rapid myelogenous splenic leukemias than 
in the acute lymphatic leukemias. In these leu- 
kemic states about the best definition that we can 
give is that a blood storm results. Unfortu- 
nately, we do not know what the infection is, but 
it is a violent cyclone; it is a storm just as 
bronchial asthma is a broncho-pulmonary storm 
of some kind; just as epilepsy is a cortical brain 
storm of some kind. 

I regret to say that I have never yet had a 
case of either chronic or acute lymphatic or 
myelogenous leukemia come under my observa- 
tion but what promptly died. I have never yet 


‘had one of them recover. 


A word with reference to the classification of 
these leukemias and Hodgkin’s disease. We have 
been hearing from Bunting and Yates, who are 
and have been doing considerable work in con- 
nection with Hodgkin’s disease, and who claim 
to have discovered the microorganism, etc. We 
learn something about the histological aspects of 
the glands in Hodgkin’s disease. 

I would like to ask the pathologists why do we 
classify Hodgkin’s disease as a disease of the 
lymphatic system and classify leukemia as a 
disease of the blood? I do not think the classifi- 
cation is right as regards the blood picture we 
have, but we have a dividing line only in the 
pseudo-leukemias. The only difference is the 


blood picture practically. Let us take Hodgkin's 
disease, and it will come on rapidly. Take the 
histological aspects presented by the blood in 
Hodgkin’s disease and you will find these patients 
die promptly as if it were a true leukemia. 
These diseases have got to be sifted out patho- 
logically. They ought to be classified better. 


Dr. W. A. Dearman, Long Beach, Miss.—The 
presentation of these two papers is of vital im- 
portance to the association, and I have really 
enjoyed them as well as any papers that I have 
heard read. 

While I have never had an acute lymphatic 
leukemic case to come directly under my observa- 
tion, yet I have been more or less acquainted with 
the chronic types of the disease and the blood pic- 
tures presented in these cases; yet I wish to call 
attention to the fact that we are very likely to 
mistake these cases of acute lymphatic leukemia 
for cases of diphtheria, acute tonsillitis, Vincent’s 
angina, and often make a long-drawn-out con- 
clusion with a pneumococcus invasion of the 
throat. 

There is no diagnostician who can differentiate 
clinically between a _ streptococcus angina, an 
angina with formation of false membrane due to 
the ordinary pathogenic micro-organisms, diph- 
theria, Vincent’s angina and acute lymphatic 
leukemia. 

A few days ago in my laboratory I was called 
upon to make a culture from the throat of a child 
who was suspected of having diphtheria—a very 
obstinate case. The Klebs-Loeffler bacillus was 
persistently negative. The membrane began to 
spread and another swab was brought in, and 
this also was negative on culture and micro- 
scopic examination. The child developed a hem- 
orrhagic diathesis. It had frightful epistaxis, 
hemorrhages from the bowel, hemoptysis, hem- 
aemesis and died on the tenth day. I did not come 
in personal contact with this child; however, the 
physician in charge, who related the circum- 
stances to me, made a desperate struggle to sat- 
isfy himself in diagnosis, feeling that he might 
be unjustly criticised by the 8,000 people con- 
stituting the town, the father and mother, and 
spectators who were present during the illness. 

The patient was a girl, eight years old, of a 
prominent family. Several physicians who are 
well in keeping with the progress in modern med- 
icine were called in consultation, as well as a 
specialist, in eye, ear, nose and throat work all 
of these failed to satisfy themselves as to the 
diagnosis. 

I will admit that since I have heard these most 
excellent papers dealing with acute lymphatic 
leukemia and the discussions following and, while 
I have never had a case of this kind to come 
under my care, I feel confident, from the history 
and the symptomotology of the disease, that the 
case I have just related was one primarily of 
acute lymphatic leukemia. 

The county health officer invaded the home 
without authority from the parents when they 
were absent to bury the child, so I am informed, 
fumugated the house, much to the embarrass- 
ment of the family on their return, and the last 
information I had in regard to the situation, the 
case was about to assume medico-legal propor- 
tions. 


t 
q 
} 
al 
| 


| 


112 SOUTHERN MEDICAL JOURNAL 


Dr. Stewart R. Roberts, Atlanta, Ga.—I would 
like to ask Dr. Barker in closing to state in as 
few words as possible the present classification of 
the leukemias, and just why he makes that classi- 


fication. One of the reasons why I ask this ques-- 


tion is because I have noted the negroes in Geor- 
gia who have leukemias, that the ordinary classi- 
fication of lymphadenoid and myeloid types have 
seemed to overlap. 


Dr. L. F. Barker, Baltimore (closing)—As to 
Dr. Roberts’ question regarding classification, I 
feel that my colleague, Dr. Baetjer, has done 
well to recognize as distinct forms the lymphatic 
and myeloid types, and we will do well to enun- 
ciate both the chronic and acute forms of each. 
We recognize, however, that within these groups 
there are very remarkable differences in the sin- 
gle cases. If we speak of these main groups and 
describe what we find in cases, we may later on 
subdivide each of the main groups into subordi- 
nate groups. 


THE PHYSICS OF BRONCHO-PNEUMO- 
NIA.* 


By Puitie F. Barsovur, M.D., 
Louisville, Ky. 


The two important aspects of the physics 
of broncho-pneumonia concern themselves 
with the respiratory and circulatory systems. 
However varied the cases may be in their 
symptomatology, the adequate performance 
of the lungs and heart will be necessary for 
the preservation of life. We are sometimes 
led to treat the disease according to its 
name rather than considering the basis upon 
which that treatment must be founded. 

Broncho-pneumonia will vary in its symp- 
toms according to its etiology. Those cases 
whick are primary in their origin may pre- 
sent more acute symptoms than those which 
are secondary to other diseases which may 
in some measure complicate the beginning. 
Roughly speaking, we may say that the symp- 
toms that are more markedly apparent may 
be those of the bronchial system in which an 
interference with respiration will be the 
most alarming condition. Or the symptoms 


*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Texas, 
November 8-11, 1915. 


may be more evidently those of a pneumonia 
with great toxemia and cardiac failure, or 


there may be a mixture in varying propor- 


tions of these two aspects of the disease. 
While broncho-pneumonia may be the pri- 
mary disease, the number of such cases is 
very small as compared with those in which 
it comes on either acutely or insidiously in 
the wake of other diseases. In children the 


most common history is that of a rhinitis . 


followed by laryngitis, then bronchitis. In 
adults the progress of such inflammation 
reaches only to the third or fourth division 
of the bronchi. In children, especially very 
young children, the resistance to the various 
organisms causing bronchitis is not sufficient 
to hold or stay the progress of the infection, 
so that the inflammation extends along the 
mucous membrane to the smaller tubes. We 
can measure this extension by the change 
which takes place in the pitch of the rales 
and their increasing fineness. As the in- 
flammation approaches the finer bronchial 


tubes we shall find that the cardinal symp- . 


toms of inflammation (P. H. R. and S.) will 
be present, but that there will be a new fac- 
tor to be considered. In the larger or even 
the medium bronchi moderate swelling of 
the mucosa will offer slight if any obstruc- 
tion to the entrance of air to the air cells, 
because the lumen of the bronchi is far 
larger than is absolutely necessary to their 
function. There are also in the wall of the 
bronchi irregular masses of cartilaginous or 
fibrous tissue which help maintain the pa- 
tency of the tube, but when we reach the 
bronchiole the histology of the wall changes. 
The cartilage is no longer present, the wall 
will consist of the thin, flat mucous cells sur- 
rounded by involuntary muscular fiber and, 
interlacing and binding the bronchiole to 
the lung tissue proper, the fibrous tissue 
which here forms part of the wall of the 
bronchiole and there will branch into the 
wall of the acinus. So the inflammation 
which was a bronchiolitis on one side ex- 
tends through the side wall and is a pneu- 
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monitis on the other side. Capillary bron- 
chitis is always a broncho-pneumonia. The 
wall of the bronchiole is no longer rigid from 
cartilage, but collapsible if the tonus of the 
muscles is diminished. 

A clinical experience familiar to all of us 
may bring more forcibly to us the problems 
which will confront us in such cases. <A 
child of two or three years of age has a 


- pronchitis which has descended to the third 


or fourth division of the bronchi just as 
would be the case in the adult. Then there is 
an extension of the inflammatory process to 
the smaller tubes. A trained observer noting 
restlessness, the deepening color, will know 
that the child is worse. The temperature 
has jumped to 104 degrees. We know with- 
out examination that the case is already one 
of bronchitis plus pneumonia. This child is 
desperately ill. Why? Not because of the 
high temperature alone, for children have 
lived many weeks though suffering from high 
temperature from typhoid fever or tubercu- 
losis or even chronic malaria. Nor is it from 
the toxemia alone. It is from the mechanical 
difficulties in respiration and circulation. 
When the inflammation is in the larger tubes 
the results of the inflammatory action is the 
formation of mucus, which in part is the 
outpour of the muciparous glands which lie 
in the wall of the bronchus and in part is 
made up of the mucous cells themselves, 
which are destroyed in the process of the 
disease and are thrown out into the lunien 
of the bronchus to be expectorated. This 
mucus at first is tough and tenacious, and 
to that extent and in that way interferes 
with respiration. The large size of the 
bronchi, however, enables the lungs to in- 
spire through this mucus with little diffi- 
culty. In the adult and the older child there 
will be little real difficulty in the air reach- 
ing the air cells. But when the inflammation 
has reached the smaller bronchi and espec- 
ially the bronchioles the lumen of these is 
so lessened that a very small amount of the 
mucus will serve to stop up to a certain ex- 


tent the bronchiole so that no air can pass 
through. 

In addition to the mechanical inter- 
ference of the mucus there is a spasm of 
the circular muscular fibers in the wall of 
the bronchiole. That this spasm does take 
place is made evident by the characteristic 
rales of a fine whistling type. If the number 
of the bronchioles involved is at all great 
there will be a very noticeable duskiness of 
the face, even if there is not a distinct cya- 
nosis. This first stage of inflammation of 
the bronchi and bronchioles is frequently 
termed a suffocative bronchitis and is rather 
sudden in onset. The mucous membrane 
swollen, congested and dry with the muscles 
in a state of spasm will practically occlude 
that area of the lung and the restlessness 
and air hunger mark the interference with 
normal respiration. If there is in addition 
a pneumonia with the lessened aeration, and 
with the high temperature which demands 
more oxygen, the problem is shown at once 
to be grave. The interference with respi- 
ration is so great that in young infants the 
diaphragmatic insertion and even the inter- 
costal spaces will often be drawn in by in- 
spiration almost to the same extent as in a 
laryngeal stenosis. Now add to this the 
softness of the bones in the thoracic walls, 
the weakness of the muscles of respiration 
and the ignorance of the young child as to 
how to aid nature in removing the mucus, 
and the difficulty of our position is evident. 
En passant, it may be said, that our therapy 
must be addressed to the relief of the con- 
gestion and the spasm, and so we find that 
such agents as will draw the blood away 
from that area, and antispasmodics, will 
prove helpful. The use of warm baths, mus- 
tard paste or packs locally, aconite or tar- 
tarmetic internally, nitroglygerin or nitrites 
or belladonna to allay spasms have all proven 
helpful. 


The difficulty in respiration is increased 


by another factor during this stage and also 


later. The type of breathing in children, 
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and especially in infants, is largely if 
not wholly abdominal. In laryngeal ste- 
nosis there will, of course, be some costal 
respiration, but the diaphragm even here 
does most of the work. The state of the ab- 
dominal cavity then has much bearing upon 
the work of the diaphragm. If the abdomen 
is distended and tympanitic, there is great 
mechanical interference with respiration. 
There will also be a true nervous reflex 
through the pneumogastric nerve, altering 
the regularity of rhythm of the respiratory 
act. It is highly important that digestion 
be conserved and the normal functioning of 
the gastro-intestinal system. This is diffi- 
cult because of the general disarrangement 
of the bodily functions, and particularly be- 
cause of the mucus which in young children 
is always swallowed, rarely expectorated. 
Mucus is a promoter of fermentation in the 
bowel and causes a distention, which in turn 
hampers the breathing. Many physicians 
on account of this difficulty have been forced 
into almost a therapeutic nihilism for fear 
of the untoward results of food or medicine 
which is not properly cared for by the ab- 
dominal organs. It is proper here to men- 
tion the very close relation between certain 
intestinal conditions and the onset of a 
broncho-pneumonia. Age-long experience 
has shown the value of a dose of castor oil 
in preventing a bronchitis and its sequelae. 

Another mechanical factor is the difficulty 
of inspiration through the nose, when the 
accompanying coryza persists and which 
forces mouth breathing and interferes with 
nursing and rest. Following the stage of 
acute congestion of the bronchi is the stage 
of secretion, which will vary with the 
amount of lung attacked and the direction 
and extent to which the inflammation has 


proceeded. It is perfectly possible to have 


an acute congested bronchiole in the state 
of spasm in one portion of the lung, and in 
another lobe free secretion will have been 
established. During the later stages of the 
disease the problem of the maintenance of 
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the respiratory act must be kept in mind, 
because with the cessation of the inflamma- 
tory process there is the resolution of the 
pneumonic masses, which in some measure 
will be absorbed through the lymphatics, but 
also must be expectorated, and so increases 
the amount of mucus and detritus in the 
smaller bronchi. At this stage there is a 
very real danger from the secretions which 
may drown the child by overfilling the bron- 
chi. The danger is no longer from capillary 
congestion or from spasm of the circular 
muscular fibers, but from the large amount 
of this semi-fluid material which fills up 
even the large bronchi, and which may be 
heard as large, soft, mucous rales over the 
whole back and through which air bubbles 
as it is inspired or expired. Let us study a 
little more closely the mechanical problem in 
this case. The circular muscular fibers in 
the wall of the bronchiole are thought to 
have the function of carrying out of the 
bronchiole by a reverse peristalsis any ma- 
terial, mucus, etc., which might be present 
in its lumen. This peristaltic wave squeezes 
out the foreign substance until it reaches the 
larger bronchi, where the currents of air or 
the action of the ciliated epithelium can 
bring it to the bifurcation of the trachea 
from which the mucus can be expectorated. 
But in broncho-pneumonia the wall of the 
bronchioles and the muscles have undergone 
inflammatory changes from the very char- 
acter of the pathological process which oc- 
curs there, so that the peristaltic wave can- 
not functionate normally. broncho- 
pheumonic process has practically .welded 
bronchiole and air cell into one turged, con- 
gested, infiltrated mass, and neither muscle 
response or elastic recoil is possible. 

We must remember, also, that the charac- 
of the exudate and probably its disposal are 
different from that which obtains in the 
course of a frank or lobar pneumonia. The 
characteristic formation in the air cell in 
pneumonia is a fibrinous mass in which red 
and white blood cells, some plasma and the 
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pneumococci are meshed together by fibrin. 
At the proper time resolution takes place 
by the digestion of the fibrin just as will 
take place in any part of the body where 
there is an outpour of fibrin. Lipase, whether 
a function of the white blood corpuscles or 
from some other source, liquifies the fibrous 
clot and the lymphatics do most of the ab- 
sorption. But in catarrhal pneumonia the 
exudate is little if at all due to the pneumo- 
cocci and is not fibrinous, so that on 
section of the lung the contents of the air 
cells may be squeezed out as a catarrhal 
material with mingled mucus and epithelial 
cells. Now, the mucous material is appar- 
ently not digestible in the body, certainly 
only a small fraction of the quantity can be 
taken up by the lymphatics, so that it must 
be carried out of the lungs through the 
bronchi. It mechanically interferes with 
respiration and must be removed. When the 
quantity as large, as it often is, the problem 
is a serious one and taxes our therapeutic 
skill to the utmost, for the mucous material 
may fill and usually does fill not only the 
bronchi, which have been the active seat of 
the infiammatory process, but the other 
bronchi which may have been affected little 
if any. This secretion, laden with active 
bacteria, and insufflated or inspired into por- 
tions of the lung not yet affected, may attack 
and create new foci of inflammation, thus 
prolonging the disease and lessening the 
chances of recovery. 

The administration of alkalies throughout 
the disease will tend to lessen some of the 
acidosis which accompanies pneumonia. 
They will render the mucus far less viscid 
and so make the expectoration less diffi- 
cult. Frequent changes of position will by 
the force of gravity tend to move the accu- 
mulations. The baby’s head may be lowered 
at the time of coughing or for periods of 
time so as to facilitate drainage. Bella- 
donna will diminsh the mucus if pushed to 
full effect, so that the amount to be handled 
is less. It also slows and deepens the res- 


piratory act and enables the air to get be- 
hind the mucus. Strychnine will arouse the 
reflex activities of the muscle fibers, so that 
such bronchioles as are not wholly crippled 
by the inflammation will be energized to 
contract and remove the contained material. 

The question of removal of the mucus by 
emesis must often arise and must be deter- 
mined by the individual case. The prostra- 
tion is sometimes severe and out of propor- 
tion to that which was to be expected. It is 
far safer to use only the mild emetics, such 
an ipecac. Apomorphin is too depressant, 
and its action is not limited by the emesis 
as would be the case with locally acting 
emetics. 

There has arisen much discussion about 
the value of cold, fresh air in the treatment 
of the pneumonias. It is thought that the 
toxemia of lobar pneumonia is much bene- 
fited by the inhalation of cold, fresh air. 
The essayist believes, however, that it is an 
entirely different proposition in the case of 
broncho-pneumonia. Cold itself may in- 
crease the congestion of the mucous mem- 
branes just that small amount that will re- 
sult in a blockade of the lumen of the 
smaller bronchi and bronchioles. In an 
adult this might not mean much, but in the 
young child or even in the elderly the addi- 
tional mechanical interference with respi- 
ration may prove the deciding and fatal 
factor. Fresh air should be insisted upon, 
but that fresh air should be warmed to the 
extent that it will not prove an irritant to 
mucous membranes congested and inflamed 
to the limit of tolerance. 

There is no phase of the pneumonia prob- 
lem which is less thoroughly understood than 
the relation of the heart to the two phases 
of pneumonia. Indeed, a full comprehension 
of the cardiac activities will help in the 
handling of pneumonia more perhaps than 
any other knowledge of the disease. There 
seems to be a widespread advice to give heart 
tonics or stimulants in this disease without 
any very clear-cut idea as to what is to be 
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accomplished. The problem in lobar pneu- 
monia is essentially the maintenance of the 
heart activities, because death comes more 
frequently from the failure of the heart than 
from any other source. When we look upon 
a consolidated lung we can appreciate the 
burden which has been put upon the right 
ventricle. Not only do we contend with an 
acinus filled with epithelial cells, fibrin, 
corpuscles, bacteria, but the capilliaries are 
swollen and relaxed, the elasticity of the 
blood vessels as well as the wall of the 
acinus is lost. The tissues are oedematous 
and the blood is partially stagnated in the 
whole lobe if not in a larger area. But there 
is an increased demand for oxygen because 
of the temperature and the fever and the 
toxemia. The aerating surface of the lung 
is diminished by a fourth or more. So that 
the remaining lobes must overwork in order 
to supply the increased demand for oxygen, 
and then the blood which was distributed 
through the pulmonary arteries must be 
forced through vessels whose total calibre 
has been reduced by about one-fourth. The 
blood pressure in the pulmonary area is 
raised, and so the recoil of blood in the pul- 
monary artery accentuates the second pul- 
monary sound. This accentuation is then a 
measure of the ability of the right ventriele 
to overcome the increased resistance in the 
pulmonary circulation. One can measure 
the extent and degree of that consolidation 
by estimating the accentuation of that 
sound. When it becomes feebler one may 
look for dilation of the right heart, increased 
area of dullness of the heart, the movement 
of the apex beat to the left and the other 
signs of a failing heart. In childhood we 
are helped by the fact that the right ventri- 
cle relatively is stronger than in older life 
and has not been weakened by the vices of 
the adult or the acquired weaknesses that 
follow in the train of the various toxic in- 
fections resulting from the contagious dis- 
eases. This picture is drawn that it may be 
compared with the findings in a case of bron- 
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cho-pneumonia. Here we shall find that the 
spots of consolidation most frequently are 
small as compared with that found in the 
frank pneumonia. There are sometimes 
several areas which to some extent may al- 
most coalesce so that there will be areas of 
intense and less intense congestion close to- 
gether. The pathway of the blood is not so 
much interfered with, and so the pulmonary 
second sound does not become accentuated 
to anything like the same degree. In bron- 
cho-pneumonia some if not much of the area 
involved lies in the domain of the bronchial 
arteries which come from the left ventricle, 
and much of whose blood passes into the 
bronchial veins which empty back into the 
right auricle. The increased resistance then 
is in the area of the left heart. It is true 
that the capillaries of the bronchioles empty 
into the pulmonary veins, but they do not 
add anything to the resistance to be over- 
come by the right ventricle, because the 
force which drives the blood through them is 
derived from the left ventricle, and in fact 
relative to the total amount of blood in the 
systemic circulation is a negligible quantity. 
The maintenance of the pulmonary circula- 
tion then is not a difficult matter when the 
right ventricle has to overcome a resistance 
in a comparatively small area of the lung. 
But the second pulmonic sound gives us a 
sure and trustworthy evidence of that in- 
creased or increasing pressure, and will in- 
dicate to us when the right heart has an 
added burden. When that right ventricle 
does have this additional work thrown upon 
it, and the respiratory mechanism is taxed to 
the utmost to convey air to the air cells, one 
can appreciate the significance of the double 
problem, and explain satisfactorily at least 
to himself the fatal issue which almost sure- 
ly will occur. 

Heart failure may occur from the general 
systemic exhaustion of a disease which may 
relapse many times by fresh incursions into 
previously unaffected pulmonary areas. It 
may be guarded against, for it is not apt to 
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develop suddenly, as is so often the case in 
croupous pneumonia. 

Such a conception emphasizes the neces- 
sity of the prevention of even the slightest 
colds and coughs which contain within them- 
selves potentialities of the greatest signifi- 
cance and danger. It is possible to stop or 
abort such inflammations at the start, but, 
like a fire that has gained headway, the de- 
velopment may soon be beyond our control. 


DISCUSSION. 


Dr. I. L. Van Zandt, Fort Worth, Texas.—In 
my country it is generally understood that I do 
not allow a paper on pneumonia to go by without 
comment. 

The discussions on the subject of cold or warm 
air for pneumonia have interested me very much. 
A cold air saturated with moisture becomes a 


_very dry air when warmed, and may, on account 


of its drying effect on the air passages, be detri- 
mental to some cases, and they do better in cold 
air. Yet my own personal observation has been 
that a patient in a cold room, or cold part of a 
room, was made better by warming the room, or, 
if this was not feasible, moving the patient up 
close to the fire. The cough thereupon became 
less distressing and expectoration more free and 
easy—some patients showed a decided avidity for 
the warm air. Moreover, I have had patients 
made worse by a change from warm to cold. I 
certainly wish the room to be well ventilated. 

With reference to broncho-pneumonia I will 
say that two years ago I read a paper before this 
association at Lexington, Ky., in which I took the 
ground that bronchitis and pneumonia, being of 
the same microbic origin, yielded to the same 
treatment, notwithstanding the microscopic dif- 
ferences. 

My experience for many years has led me to 
believe that creosote in some form, a saturation 
with it, is destructive to the pneumococcus. In 
this, here in Texas, I have many followers. Also 
I early came to the conclusion that creosote alone 
did not reach some cases, particularly the 
broncho-pneumonias of babies, which are largely 
of mixed infection origin. In these I find an effi- 
cient adjutant in collargolum in the form of Ung. 
Crede well rubbed in. 


THE DIFFERENTIAL DIAGNOSIS OF 
THE SKIN MANIFESTATIONS IN 
PELLAGRA FROM OTHER 
DERMATOSES. 


By Cospy Swanson, M.D., 
Atlanta, Ga. 


There is perhaps no disease that is dis- 


cussed by the profession and causes as much 
anxiety in the minds of the general public 
as pellagra, nor is this wide interest without 
justification on account of the extreme grav- 
ity of the disease. 

In pellagra we are compelled to make a 
differential diagnosis on clinical grounds 
alone; we have neither definite etiological 
knowledge nor laboratory diagnostic meth- 
ods. The differential diagnosis of the skin 
manifestations of pellagra is usually very 
easy to a trained dermatologist. Although 
there are many diseases in which the symp- 
toms closely resemble pellagra, for example, 
depression, gastro-intestinal symptoms with 
skin manifestations similar to the rash seen 
in pellagra. The purpose of this paper is 
to consider these conditions and their differ- 
entiation from pellagra. 

The following diseases often have skin 
manifestations that resemble the eruption 
of pellagra: acrodynia, erythema, solare, 
erythema caloricum, erythema ab _ igne, \ 
erythema pernio, erythema multiforme, 
eczema, especially the erythematous form, | 
trade dermatitis, dermatitis venenata, “re- 
current summer eruptions,” lupus erythe- 
matous, syphilis, xerodermia, erysipeloid, 
“erysipelas faciei perstans.” 

The skin manifestations in pellagra pre- 
sent three stages, congestion, thickening and 
pigmentation, and atrophic thinning. The 
eruption often begins as a macule which 
lasts for several days and in some cases sev- 
eral weeks. In most cases the lesions fuse 
in a very short time, forming a patch of 
livid red erythema covering a large area. 
The erythema may reach its height of de- 
velopment suddenly, but as a rule it does 
not for several days. 

The tissues are generally swollen, due to 
the increase of both blood and serum in the 
derma. After a few days the edema is less 
marked, the redness begins to fade somewhat 
and the surface becomes covered with scales 
of disquamated epithelium. This hyper- 
keratosis usually continues throughout the 
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entire course of the eruption. In some cases 
vesicles, bullae and ecchymotic lesions com- 
plicate the process. In cases where bullous 
lesions are found the loss of the epidermia is 
usually very extensive, leaving raw, bleed- 
ing surfaces which become infected with 
pyogenic organisms, often forming pustules 
and in some case ulcerations, leaving painful 
cracks,and fissures. In mild attacks of the 
eruption the erythema disappears in a few 
days and the skin resumes its normal ap- 
pearance, but after several recurrences the 
area becomes pigmented, thickened, later 
atrophies. During the stages of retrogres- 
sion the skin gradually loses its rosy tint, 
leaving exfoliation of the epidermis for sev- 
eral days or weeks. 

In some cases the eruption is subacute or 
chronic in nature. The erythema comes on 
slowly, very little edema is present and the 
tissue becomes more or less permanently 
thickened, forming hard, roughened, scaly 
surfaces. The skin loses its elasticity and its 
normal lines are exaggerated. 

The eruption is usually seen on the dorsum 
of the hands, wrists, back of the forearms 
and elbows, the dorsum of the feet, on the 
ankles, legs and knees, the face, neck, ears, 
foreliead, at times other parts of the body 
may be involved the axillary folds, the in- 
ternal surface of the thighs, around the anus 
and on the scrotum, vulva and in exceptional 
cases, the entire body. 

One of the most characteristic features 
of the eruption is its symmetrical distribu- 
tion. A skin lesion seen on one hand or 
arm is almost sure to be duplicated on the 
other hand or arm, or one showing on one 
side of the face, or one part of the body, is 
equally seen on the corresponding side or 
part. The eruption on the hand usually 
begins on the knuckles, rapidly extending 
over the entire back of the hand; in some 
cases spreads to the forearm and even to 
the shoulders. The eruption on the face 
usually begins on the bridge of the nose, 
forehead, neck, and in some cases gradually 


extends over the entire face down to the 
sternum. The eruption on the feet usually 
begins. on the dorsal surface, spreading to 
the legs, knees and in some cases to the 
thighs. 

The rash is usually characterized by a 
sharp red line of demarcation, with rough, 
dry skin around the borders of the derma- 
titis. 

The color of the eruption in pellagra pos-: 
sesses certain peculiarities and is of the 
greatest importance. In the beginning of 
the eruption it is usually a bright red, re- 
sembling a sunburn; as the disease advances 
the color deepens, assuming a reddish-brown 
or chocolate hue. In some cases it is a pale 
red and gradually changes to a bluish color. 
In mild cases the color disappears in a few 
days, but in most cases it is noticeable dur- 
ing all stages of the eruption. In the negro 
the color of the eruption is black, like soot, 
and at certain angles a gray tint may be ap- 
parent. 

In pellagra itching and a burning sensa- 
tion often precedes the eruption. After the 
eruption appears, itching is never marked 
and is usually absent. Scratch marks are 
rarely ever seen in pellagra unless some 
other skin condition is present. The erup- 
tion generally reappears annually, most 
often during the early spring or fall. When 
the eruption appears during the early spring 
and is mild in character it may recur again 
during the fall, but this is the exception and 
not the rule. 

On the other hand, the skin manifestations 
of pellagra are not necessarily connected 
with such external causes as atmospheric 
or solar influences, as is believed by many 
observers, but the application of any irritat- 
ing substance may excite the eruption. The 
severest skin manifestations of pellagra are 
seen in those who have been exposed to di- 
rect sunlight. Cases are often seen in which 
the rash appears for a very short time and 
never recurs. This is due largely to the fact 


that they are not exposed to the sun. The 
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influence of the sun is probably the reason 

why more cases of pellagra with severe skin 

manifestations are seen in the rural districts 

than in the cities. 

DISEASES SIMULATING PELLAGRA. 

‘In acrodynia (erythema epidemicum) the 
= manifestations are like the eruption 

seen in pellagra in many ways. It usually 
| begins as an edematous swelling of the 
| hands, feet, and face, followed by an erythe- 
' matous rash upon which vesicles and bullae 


develop. As the erythema subsides there is 


| exfoliation of the epidermis leaving the skin 


thickened and pigmented. The other symp- 
toms of the disease are indigestion, diarrhea 
and depression, but usually of a short dura- 
tion. 

The rash is unlike pellagra, in that it runs 
a shorter course, rarely ever recurs, and is 
a very rare disease in this section. 

The eruption that occurs in érythema 
solare resembles in many respects the early 
rash that occurs in pellagra. 

In some cases the erythema from the ex- 
posure to the sun is very severe, causing 
an acute erythematous rash of a bright red 


| color, often forming vesicles and bullae. The 
- acute eruption is followed by exfoliation of 


the epidermis; later, pigmentation takes 
place. 

The severity of the dermatitis from the 
sun depends largely upon the season, the 
duration of the exposure, sensitiveness of 
the skin, condition of the person’s health. 
The reaction is more marked in persons suf- 
fering from any toxic condition. 

The erythema from a sunburn presents, on 
close observation, several features which dis- 
tinguish it from pellagra. In this condition 
the area is usually less acutely inflamed, 
there is less redness, and gradually fades 
instead of becoming darker, as does pellagra, 
and is followed by less exfoliation of the epi- 
dermis and very little pigmentation. 

The skin manifestations in erythema mul- 

_ tiforme often assume many of the charac- 
teristics of the eruption of pellagra. The 
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lesions that are usually seen in esa 


multiforme are macules, papules, nodes, with 
the occasional appearance of vesicles and 
The lesions in the beginning are 
usually discrete, occurring in groups ;.some 
cases fuse later and cover large areas. The 
rash occurs bilaterally on the hands, fore- 
arms, neck, chest and lower limbs, occasion- 
ally on the face and body. 

The eruption assumes a crimson red or a 
purplish red color. 

Erythema multiforme is like pellagra, in 
that it is prone to recur, usually is seen in 
the spring and autumn, and is accompanied 
by nervous and gastic-intestinal symptoms. 
It differs from pellagra, in that the eruption 
is found on the flexor more often than on the 
extensor surface, and seldom on the face 
and other parts of the body that have not 
been subjected to irritants. The eruption 
as a rule is more edematous than pellagra, 
usually occurs in patches, and rarely ever 
involves the entire surface or exfoliation 
of the epidermis nor pigmentation. The 
duration of the lesions are usually short, 
lasting a few days to two or three weeks. 

In persons whose vitality is below nor- 


mal the following erythemata often assumes 


many of the skin manifestations seen in pel- 
lagra. 
thema ab igne and erythema pernio. 

An acute erythema caused by extreme 
heat is usually seen on the face, hands, fore- 
arms and legs. It oceurs in various shades 
of redness and may last several days with a 
burning and itching sensation. After the 
disappearance of the erythema there often | 
remains a dark brown permanent aneund 
tation of the exposed area. 

In cooks and stokers an erythema from 
heat is common, and usually occurs on the 
anterior surface of the legs. The eruption 
is often inflammatory in character, varying 
in color from a light to a deep red or pur- 
plish tint, with very marked pigmentation. 

In persons with a feeble circulation an 
erythema often occurs on the fingers, toes, 


They are erythema caloricum, ery- / 
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ears and nose, and in some cases extending 
to the hands and feet. 

The eruption varies from a light red to 
a dusky red shade. It is usually accom- 
panied by tenderness, itching or a burning 
sensation. When the erythematous area has 
been exposed to irritating substances it be- 
comes edematous, often spreading to other 
parts of the body. . In some cases the for- 
mation of vesicles, bullae and pustules takes 
place and in exceptional cases ulceration. 
In some cases the eruption is misleading, 
especially in those cases in which there is 
some constitutional disturbance. 

The differential diagnosis from these ery- 
themata, from the rash that occurs in pel- 
lagra, is as a rule made by history, location, 
and absence of other symptoms of pellagra. 

There is a group of rather uncommon skin 
diseases that resemble the skin manifesta- 
tions of pellagra that should be considered. 
To this group the term “Recurrent Summer 
Eruptions” has been given. The disease be- 
gins usually during childhood on the face, 
neck, hands, feet and legs. The diseased 
area is erythematous and at times numer- 
ous lesions occur, papular and vesicular 
in character. . In predisposed persons the 
eruption is produced by the irritating effect 
of the sun or intense artificial heat. The dis- 
ease usually occurs during the spring and 
summer months and bilaterally on the ex- 
posed surfaces. 

The eruption is generally preceded by a 
sensation of heat or itching and mild con- 
stitutional disturbances. After several at- 
tacks of the eruption the skin becomes some- 
what thickened and later atrophied and still 
pigmented. 

The differential diagnosis of recurrent 
summer eruptions can be made from pel- 
Jagra by the history, age of the patient, 
character of the eruption, location, shape 
of the lesion and the absence of other symp- 
tonis of pellagra. The rash in recurrent sum- 
mer eruptions may occur several times in 
one year. — 
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The eruption of eczema often resembles 
tie skin manifestations of pellagra, especial- 
iv is this true when it occurs on the face, 
upper and lower limbs. 

ezema usually begins as an erythematous 
papulo-vesicular eruption, later becoming 
edematous, accompanied by more or less 
itching and burning. After the acute stage 
subsides it becomes subacute or chronic, fol- 
lowed by infiltration and exfoliation of the 
epidermis. Of the various forms of eczema 
the erythematous form is perhaps more fre- 
quently mistaken for pellagra than any 
other. 

Erythematous eczema generally begins as 
macules or erythematous spots with swell- 
ing, accompanied by excessive burning and 
itching. It generally varies from a bright 
red to a dull or purplish color. 

In a few days after the appearance of the 
eruption desquamation begins, and often con- 
tinues for several weeks, usually until the 
disease becomes chronic in character. In 
the chronic form of erythematous eczema 
there is generally a sharp line of demarca- 
tion with very little tendency to spread; 
the skin becomes more or less infiltrated, 
with exfoliation of the epidermis. 

In persons who are predisposed to eczema 
the exposure to intense heat, cold wind and 
other irritants often will cause an outbreak 
of the eruption, and the frequency of the 
occurrence of eczema on the hands, face and 
feet is due largely to these influences. 

Eczema differs from pellazra in that it 
curs at all seasons of the year, during the 
winter with as much frequency as during 
the summer. In eczema the eruption is not 
as a rule symmetrically distributed. It is 
usually seen on the flexor surface as well as 
the extensor. The edema in eczema is more 


marked than the rash of pellagra, and is ac- 
companied with more itching and burning, 
also the scaling and crusting is more pro- 
nounced, the line of demarcation is not so 
pronounced and on resolution there is no 
atrophy or pigmentation of the skin. 
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The skin of the hands, wrists and face in 
old persons is characterized by various 
changes, more or less thickening of the epi- 
dermis with pigmentation and thinning of 
the derma. The application of irritating sub- 
stances often causes an erythematous rash 
that is very chronic in character and could 
be mistaken for the late skin manifestation 
seen in old people suffering from pellagra. 

In susceptible persons such substances as 
strong soaps, washing powders, alkalies and 
acids, poison ivy and poison oak, and many 
chemical agents used in the different trades 
irritate the skin causing a dermatitis that 
often resembles the skin manifestations seen 
in pellagra. 

The skin symptoms in dermatitis venenata 
are often misleading, perhaps oftener than in 
almost any other skin disease. The eruption 
usually begins as a simple erythema with 
edema, followed by papulo-vesicular, bullous 
lesions and in some cases pustules and 
crusts. 

The eruption in most cases of the derma- 
titis is of short duration, lasting only a 
few days. When the irritation is long con- 
tinued it usually causes a dermatitis in 
which the skin may be more or less thickened 
with a dull red color, covered with fine ad- 
herent scales; the normal folds of the skin 
are deepened, and in some cases form trouble- 
some fissures. 

The eruption that is caused from poison 
ivy and poison oak is usually seen on the 
hands, wrists, forearms, face, genital organs, 
feet and legs, and in some cases at other 
parts of the body. When the eruption is 
caused from chemicals used in the different 
trades it isusually confined to the hands, 
wrists, forearms and in some cases to the 
face, but like the eruption from poison ivy 
cases are frequently seen where the eruption 
extends beyond the irritated area. Especial- 
ly is this true when the person is suffering 
from any form of toxemia. In some cases the 


inflammatory area is sharply defined, limited 
to the back of the hands, wrists and fore- 
arms. 

Dermatitis venenata can usually be dif- 
ferentiated from pellagra by history, dura- 
tion and location of the eruption. Derma- 
titis venenata usually beginning between the 
fingers on the wrists and spreads often to 
parts that are not exposed to the sun, and 
the inflammatory area usually is not sharp- 
ly defined as the lesions in pellagra. It oc- 
curs in successive outbreaks and other symp- 
toms of pellagra are usually absent. 

Ichthyosis (Xeroderma) often assumes 
many of the skin manifestations seen in the 
late stages of pellagra. 

Ichthyosis is a cutaneous condition that 
usually begins early in life, characterized by 
a dry, harsh and scaly condition of the skin. 
The disease is divided into several varieties 
according to its severity, but the only variety 
that is of interest in connection with pel- 
lagra is ichthvosis simplex or Xerodermia. 


In Xeroderma the skin is dry, rough, with . 


slight exfoliation of the epidermis, destitute 
of the natural moisture and oil. The af- 
fected area is usually limited to the hands, 
the extensor surfaces of the forearms, to the 
legs and in some cases to the face and neck. 


The color of the skin in most cases is of a 
dirty, yellowish or brownish hue. 

The ichthyotic skin is very sensitive to 
any irritating substance; the application of 
any irritating agent may produce a derma- 
titis. A mild form of dermatitis often oe- 
curs after exposure to cold wind or extreme 


heat. Ichthyosis and its complications can 
‘usually be differentiated from pellagra by 


history, location, season of the year and the 
absence of other symptoms of pellagra. Ich- 
thyosis is usually worse during the winter. 
The eruption is rarely ever sharply defined. 
In most cases it gradually merges into the 
healthy skin. 

The desseminated form of lupus erythema- 
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tosus often resembles some of the stages of 
the skin manifestations of pellagra. Lupus 
usually begins on the face about the nose, 
cheeks, ears, often extending to the scalp, 
hands, the body, and in some cases becomes 
almost universal. 

In most cases of disseminated lupus, the 
borders of the lesions are well defined with 
infiltrated edges. 

The eruption usually begins as a small 
descrete hyperemic spot or patch, gradually 
spreading. Later the lesions coalese, form- 
ing large patches, and in some cases involv- 
ing large areas in a very short time. 

After the acute stages of disease disappear 
the area becomes thickened, often followed 
by exfoliation of the epidermis. The erup- 
tion is often complicated by vesicular, papu- 
lar and bullous lesions, and in some cases 
pustules. 

The lesions of lupus are a deep purplish 
red in color. Most cases pursue an acute 
course, with burning, itching, pain in limbs, 
fever, and often gastro-intestinal symptoms. 

Lupus erythematous disseminatus can 
usually be distinguished from pellagra by 
the location, shape, time of the occurrence 
of the rash, color, course, duration and the 
absence of other symptoms of pellagra. 

Erysipeloid and erysipelas perstans faciei 
are two rare skin diseases that have some of 
the characteristics of pellagra and should al- 
ways be kept in mind in making the differ- 
ential diagnosis. 

Erysipelas perstans faciei, as its name in- 
dicates, occurs on the face, but it may spread 
to other parts of the body, and sometimes oc- 
curs on the hands. 

The eruption begins in multiple patches 
bilaterally, spreading very rapidly, often in- 
volving the entire face. In some cases pap- 
ples and purpuric lesions may be present. 
They are most often seen when the hands are 
involved. The eruption in the beginning has 
a bright red color but soon becomes deep, 
dusky red or a bluish red. 

Erysipeloid is found in persons who han- 
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dle decayed flesh. The infection gets into 
the skin through abrasions, cracks, etc. The 
disease usually begins on the fingers about 
the joints and knuckles, and often spreads 
very rapidly all over the hands, and some- 
times extends to the forearms. 

The edges usually are sharply defined. As 
the lesion spreads the central portion be- 
gins to subside. It usually occurs on one 
hand, but may be seen on both. The disease 
persists usually from three days to three 
weeks. 

Erysipeloid can usually be differentiated 
from pellagra very readily by the history 
of the eruption beginning in a crack or fis- 
sure, the occupation and the character of the 
lesion. Erysipeloid generally occurs uni- 
laterally, and involves both surfaces of the 
arm. 

Erysipelas perstans faciei can de differen- 
tiated from pellagra by the rarity of the dis- 
ease; occurs at all seasons, generally con- 
fined to the face, and other symptoms of 
pellagra are absent. 

Syphilis is frequently called the great imi- 
tator, as at times its lesions resemble the 
lesions of practically all other skin lesions, 
and pellagra is not an exception to the rule. 
However, would say that syphilis is not as 
likely to be mistaken for pellagra as are 
many of the other conditions that I have 
discussed. When syphilitic lesions occur on 
the hands and face they are usually discrete, 
but occasionally the lesions fuse and spread 
all over the surface. 

Syphilitic eruptions can usually be differ- 
entiated from pellagra by the history of a 
primary lesion, the secondary rash on the 
body, character of the eruption, a positive 
Wassermann reaction, and other symptoms 
of syphilis. 

When syphilis occurs on the face it is 
usually complicated with seborrhoeic derma- 
titis, often has the distribution of the rash 
seen in pellagra, and these lesions are not 
typical of syphilis or seborrhoeic dermatitis. 

The skin is duller red in color, with the 
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formation in most cases of fine greasy scales. 
In conclusion: Many of the diseases that I 
have discussed in connection with pellagra 
are rare, but that is no reason why they 
should not be considered in the differential 
diagnosis of pellagra from other skin dis- 
eases. 


Pellagra is no longer confined to any one_ 


section. It is becoming a universal disease, 
nor is it limited to particular seasons, but 
is occasionally seen during the winter 
months. 

The skin manifestations are the most im- 
portant symptoms in the diagnosis of pel- 
lagra. Mouth symptoms cannot be depended 
on since stomatitis is due to many other 
causes. Intestinal troubles are not to be 
entirely relied on, since amebic dysentery 
and tubercular enteritis may be the cause. 
Neurologic symptoms alone are not sufficient, 
since many of them are due to syphilis. 

There are very few known diseases in 
which depression and gastro-intestinal symp- 
toms are not at times present. In suspected 
cases of pellagra all other diseases should 
be excluded. Mistakes made in a failure to 
distinguish other dermatoses from pellagra 
are to be censured. On the correct diagnosis 
often depends the welfare if not the life of 
the patient, as well as those with whom he 
may associate. 

In presenting this subject it is my desire 
to encourage a more exact observation of 
the skin manifestations simulating pellagra. 

Suite 929 Candler Bldg. 


/PELLAGRA—ITS AETIOLOGY AND 
| TREATMENT. 

By W. E. Deeks, M.A., M.D., 

| General Superintendent, Medical Depart- 
ment, United Fruit Co., 


3 New York, N. Y. 


There is no medical subject today possess. 
ing a greater interest in the Southern states 
than that of pellagra. Thousands are af- 


flicted and the death toll is tremendous. 
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The recent publication of Dr. Goldberger, 
bearing on its aetiology and cure, has awak- 
ened a new interest, and it is in this connec- 
tion that I wish to bring my own experiences 
again before the physicians who are inter- 
ested in its aetiology and treatment. 

As Chief of Medical Clinic at Ancon Hos- 
pital, Panama, my interest in the disease be- 
gan on June 16, 1910, by the admission of a 
typical case which rapidly proved fatal. This 
was followed by another in July of the same 
year, also proving fatal. A third case was 
admitted on June 4, 1911, dying five days 
subsequently. All of these cases were posted 
and the multiplicity of the pathological 
lesions were such that the cause of death 
was put down as general septicaemia with 
infection of undetermined origin. 

On March 23, 1912, the author published 
in the “Medical Record,” of New York, an 
article entitled “Pellagra in the Canal Zone,” 
in which twelve cases were reported, and 
also the treatment, from which the following 
is abstracted : 


“I believe that it is not corn alone, but any cer- 
eal or stach food in conjunction with cane sugar, 
in a warm climate, where there is lessened meta- 
bolic activity, and consequent inadequate elabora- 
tion of digestive elements, which initiates the 
autointoxication responsible for the symptom- 
complex known as pellagra. The proof thereof 
lies not in the determination of the elusive com- 
plex physicochemical substances, the result of fer- 
mentation or defective metabolic elaboration, but 
in the results obtained by physiological treatment 
based on the above-mentioned hypothesis. 

“Treatment: This consists (1) in limiting the 
nourishment absolutely to fresh fruit juice, pre- 
ferably orange, meat broths, and milk, as long as 
there is nausea or vomiting, and the absolute 
avoidance of everything which contains sweet or 
starchy elements; (2) in the administration of 
from 15 to 30 drops of dilute nitric acid in three- 
fourths of a tumbler of water three times daily 
on an empty stomach. - When the stomach con- 
dition improves, which is generally in three or 
four days, a carbohydrate-free diet is ordered. 
This consists, in addition to the above, of eggs, 
meat of all kinds, fish, green vegetables, such as 
lettuce, celery, onions, tomatoes, beets, carrots, 
spinach, chayoti, vegetable marrow, okra,’ green 
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peas, string beans, egg plant, etc., and fresh 
fruits of all kinds, there being no limitation.” 

At the second triennial meeting of the 
National Association for the study of Pel- 
lagra, held at Columbus, 8. C., October 3-4, 
1912, the writer read a paper on the same 
subject—its aetiology and treatment—in 
which come cases were reported and the 
symptoms were detailed. At the conclusion 
of the article the same treatment was sum- 
marized as quoted above. : 

From the above consideration one can 
readily see that Dr. Goldberger has done a 
valuable work in producing the disease by 
feeding patients on the foodstuffs that the 
author of this article had years before indi- 
cated as the undoubted cause of the disease. 
The writer has a great deal of clinical ma- 
terial proving that this theory is probably 
correct. 

In any case, the chief object of the physi- 
cian is to prevent disease, and to know how 
to cure it if it develops. The author has been 
treating pellagra along the lines above in- 
dicated with brilliant results since July 25, 
1911. That this method is also successful 
when carried on by others is shown by a 
pamphlet in my possession by Dr. Yarbor- 
ough, of Columbia, Alabama, who had eighty- 
one successful cases to his credit up to Jan- 
uary 6th, and who has established a hospital 
there for the treatment of cases after the 
method outlined by the author. 

17 Battery Place. 


OBSERVATIONS ON FORTY-SIX CON- 
SECUTIVE CASES OF PELLAGRA 
TREATED WITH CACODYLATE 
OF SODIUM. 


By B. H. Booru, M.D., 
Drew, Miss. 


About the middle of 1914 I commenced 
treating pellagra with intra-muscular injec- 


tions of cacodylate of sodium, using no other 
medicine whatever. Neither did I make any 
change in the diet, work or environments— 
simply gave adults an injection deep into 
the muscular tissues about seven grains 
about once a week, children in proportion. 
I treated 16 cases in 1914 and 30 in 1915, 
with this method with only one death. All 


‘of the others are apparently well at this 


time, so far as I can ascertain. All of the | 
sixteen treated in 1914 have been seen some | 
time this winter and not one has had any } 
symptoms of a return. It seems to me that \ 
if diet alone is the cause of the disease these 
patients would not have recovered so easily. 
I believe that the disease is caused by a 
mildly infectious organism, probably brought 
to our country by Italian immigrants. Of 
course, diet is a predisposing cause, for if 
the body is well nourished it is able to throw 
off the infection, but if the diet is not well 
balanced the body is badly nourished, the 
infection plus the unbalanced diet gives us 
pellagra.) I acknowledge that probably some 
cases will get well on a well balanced diet 
without any medicine whatever, but so will 
some other diseases. We may all of us be 
carrying the organism about with us some- 
thing like we do the pneumococcus, and when 
the unbalanced diet reduces the bodily re- 
sistance the organism takes hold and over- 
comes the patient, resulting in the disease. 
Then if the diet is changed and the bodily 
resistance built up the patient may over- 
come the disease without any medicine. It 
seems to me that this is the only thing that 
we can conclude from Goldberger’s experi- 
ments. As to the treatment advocated in 
this paper, I do not know whether the caco- 
dylate of sodium acts directly on the organ- 
ism, or simply promotes nutrition so that 
the body is able to overcome the infection; 
but I believe that it acts both ways, for the 
improvement is so manifest and rapid that 
in my hands it seems almost a specific. I 
believe that the reason some of those re- 
porting its use do not have as good results 
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is because the dose is too large and given 
too often. I do not claim that any of these 
cases are permanently cured, but all symp- 
toms of the disease have disappeared and 
they are clinically well. I believe that if 
any of them do have a recurrence of the 
disease that it can again be clinically cured 
by the same treatment. 

All but three of these cases were among 
negroes, whose diet is practically the same 
that it has been for the past twenty or thirty 
years. We have only had pellagra for the 
last few years, which seems to be entirely 
inconsistent with the theory that diet alone 
is responsible for it. 


AUTHORS’ ABSTRACTS. 
Medicine. 


The Onset of General Paralysis. By Charles 
Ricksher, Kankakee, Ill. Johns Hopkins Hos- 
pital Bulletin, May, 1915, pp. 174-178. 


General paralysis is a disorder which must be 
recognized before definite organic changes have 
taken place in the nerve cells and fibres if any 
success is to be acquired in treating it. The trou- 
ble may be localized to certain areas or to one 
hemisphere, and the clinical picture differs ac- 
cording to the severity and localization of the 
lesion and to the intensity of the causal toxin, as 
well as to the mental makeup of the individual. 

The physical signs are usually emphasized in 
accounts of the disorder and classifications are 
generally based on the presence of these signs. 
There is no pathognomonic mental picture, but 
it must be recognized that the mental symptoms 
may precede the physical signs, and may mask 
them to a certain extent. 

Two cases are given illustrating the fact that 
mental symptoms’ may occur without definite 
physical signs sufficient to warrant a diagnosis. 
A third case is mentioned which raises the ques- 
* tion whether mental attacks in syphilitics may 
not occur as definite prodromal outbreaks of 
general paralysis. 

As syphilis may simulate any physical disorder, 
so may general paralysis simulate any mental 
disorder, and consequently every means of diag- 
nosis, clinical and laboratory, must be used to 
make an early diagnosis. 


Widal Reactions Among Healthy Adult Filipinos. 
By David G. Willets, U.S.P.HLS., Manila, P. I., 
wane Journal of Science, June, 1914, pp. 
These tests were made on the blood of 300 ap- 

parently healthy, young, adult Filipino employes 
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(nurses, etc.) of the Philippine General Hospital, 
the object being to determine the percentage indi- 
cating previous or present infection with Bacillus 
typhosus by the presence of a positive Widal re- 
action. Serum only was used and the microsco- 
pic test was performed. From 15 to 30 tests were 
made at a time and the results were checked 
against reactions on the blood of known cases of 
clinical typhoid fever. Satisfactory control reac- 
tions were made in a number of instances about 
ten days after the original tests. 

Noteworthy agglutination and loss of motility 
were present in 16.1 per cent, and this was of 
such a degree as to be considered definitely posi- 
tive in 4 per cent of the cases. 

Of cases diagnosed as typhoid fever during 
the year preceding this investigation, the clinical 
diagnosis was verified by positive blood cultures 
in eight cases; by anatomical lesions at autopsy 
in nine cases, and by both positive blood cultures 
and anatomical lesions in autopsy in five cases. 
Widal reactions, performed in a manner similar 
to those upon the blood of the healthy adults, ex- 
cept for minor differences, were positive in twen- 
ty, or 90.0 per cent of these twenty-two cases. 
Only one Widal test was made of the blood of 
each of the two negative cases. These findings 
seem to justify the belief that the complete reac- 
tions among the healthy adults indicated an ante- 
cedent or a coincident infection with Bacillus 
typhosus. 


Tertiary Syphilis of the Liver. By Thomas Mc- 
Crae, Philadelphia, Pa. Johns Hopkins Hos- 
pital Bulletin, May, 1915, pp. 144-146. 

This paper is based on a study or 70 cases and 
emphasis is placed on the frequency, usual ease 
of recognition, and good results if therapy is be- 
gun early. The condition is particularly common 
in the colored race. Excessive use of alcohol 
appears to be a predisposing factor. Loss of 
weight, fever and chills were among the general 
manifestations. Abdominal swelling and pain were 
common. Ascites is frequent, often chronic, may 
vary remarkably and sometimes subsides without 
tapping. Jaundice occurred in half the series and 
fever in nearly all. The changes in the liver 
were of three kinds: (1) A general enlargement, 
usually smooth; (2) nodular enlargement, and 
(3) large, smooth, rounded prominences. Early 
diagnosis is particularly important and the fre- 
quency of fever and loss of weight should be re- 
membered. Some patients were thought to have 
tuberculosis. The ascites and presence of nodu- 
lar masses may suggest carcinoma or tuberculous 
peritonitis. From the special hepatic features, 
cirrhosis and cholelithiasis may be suggested. One 
important point is that the left lobe of the liver 
is often relatively more enlarged than the right 
lobe. It is important to examine the patient im- 
mediately after a tapping. The finding of a posi- 
tive Wassermann reaction and the therapeutic 
test are of value. Potassium iodide is the m:st 


important means of treatment for the hepatic 


changes. 
given. 


Mercury and salvarsan should also be 
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TROPICAL DISEASES AND PUBLIC HEALTH 


THE SMALL TOWN—THE NEGLECTED 
UNIT IN SANITARY ADMIN- 
ISTRATION.* 


By A. W. FREEMAN, M.D., 
Epidemiologist, U. 8S. Public Health Service. 
Washington, D. C. 


There is at this time in the minds of a 
majority of the American people no question 
as to the necessity and desirability of most 
of the procedures advocated by sanitarians. 
The stage of propaganda is rapidly passing 
and must be succeeded by ‘the stage of per- 
formance. This performance, if we are to 
satisfy the people, must be efficient, economi- 
cal and successful. The great need of sani- 
tation in the United States at this time, 
therefore, is neither agitation nor investiga- 
tion. It is a need for organization and ad- 
ministration. No one would contend that 
any state has at this time a comprehensive 
and satisfactory health organization which 
gives to every citizen the protection against 
disease and premature death to which he is 
entitled. Most cities have more or less satis- 
factory organizations, in some counties 
health organization is rapidly reaching a 
state of efficient and successful operation. 

There is one administrative unit, however, 
which up to this time has been almost com- 
pletely overlooked by sanitarians and to 
which we would draw especial attention at 
this time. This is the small town in the 
rural districts. There are thousands of 
such towns seattered throughout the rich 
agricultural districts of the Middle West, 
ranging in population from 100 to 1,000 or 
more. Such a town is essentially a group 
of country homes without the intervening 
farm land. Its population is essentially a 
rural population, people one step removed 


*Chairman’s address, Section on Public Health, 
Southern Medical Association, Ninth Annual 
Meeting, Dallas, Texas, November 8-11, 1915. 


from the farm, many of them retired farm- 
ers, or still owning farm land. 

The sanitary problems of such a town are 
the problems of the individual farm, inten- 
sified by the density of the population. Their 
sanitary needs are almost all inclusive since 
at the present time only the most rudiment- 
ary forms of sanitary control are exercised. 
These needs are exceedingly difficult to meet. 
The people of such towns still have the in- 
dividualistic point of view of the farmer. 
They have no experience in communism and 
the natural tendency of each man is to meet 
his sanitary needs for himself rather than 
to attack the whole problem as a community. 
In addition to this psychological difficulty, 
and it is a very real one, the small town pre- 
sents another difficulty in the size of its 
administrative unit. Many of the problems 
it presents can be solved only by trained 
service and the average small town can af- 
ford neither sufficient work nor sufficient 
compensation to attract such service. The 
small town can ill afford the services of san- 


itarian, engineer or even of a scavenger, and 


for lack of trained service suffers acord- 
ingly. 

The primary and fundamental sanitary 
needs of the small town, like any other in- 
habited community, are those of water sup- 
ply and excreta disposal. Neither is easy 
of solution. The usual experience is to find 
the inhabitants of a small town depending 


- On open surface privies and shallow wells, 


attached to the individual home in exactly 
the same way as at a farm home in the open 
country. 

It is not difficult to secure an adequate 
and satisfactory supply of water on the 
average farm under ordinary conditions. 
There is available sufficient space for a 
thorough separation of well and privy, and 
with proper protection of the well top a rea- 
sonably safe water may be assured. Concen- 
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trate the population into the limits of the 
small town, however, and the matter at once 
complicates itself. The high price of land 
throughout the Middle West has made the 
towns build closely over small areas and 
satisfactory separation of well and privy on 
the average lot in the small town is out of 
the question. In general it may be said that 
the lot in the small town may be used with 
safety either for disposal of excreta or for 
furnishing a supply of water, but never for 
both. 

Under the usual conditions, therefore, the 
individual private well in the small town is 
dangerous. It is practically always located 
too close to sources of soil pollution, and is 
frequently not provided with proper pro- 
tection around the top. The cost of indi- 
vidual wells, with the cost of maintenance 
and of private pumping plants is probably 
not much less than the cost of a public water 
supply for the small town as a whole. Indi- 
vidual effort in this direction cannot be 
much more efficient than community effort. 

While it is true that most small towns 
can afford a public water supply and should 
by all means have such a supply, it does not 
follow that such a supply is easy to obtain. 
The psychological element enters profound- 
ly into the problem. It seems to be the habit 
of the average American to separate definite- 
ly in his mind expenditures for public pur- 
poses from his private expenditures. He has 
a constitutional aversion to taxes and poor 
discrimination between the various purposes 
for which tax money is spent. It is hard to 
make him realize that selling bonds and fur- 
nishing water is exactly the same as taking 
stock in a corporation to do a legitimate and 
usually profitable business. Even the argu- 
ment that the water system will pay for 
itself in a few years in reduced fire insur- 
ance rates frequently fails to reach him. 

Even where the citizens of a town are 
convinced of the necessity for a water sys- 
tem and want it installed, the difficulties 
of the town have just begun. They need at 
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this juncture the very best of engineering 
advice as to the source of supply, the layout 
of the distributing system, the location of 
fire hydrants and, above all else, the choice 
of an engineer and the probable cost. Such 
advice they are not liable to get unless fur- 
nished by the state through its department 
of health or of engineering at the state uni- 
versity. 

Sources of public supply for the small 
town are not always easy to secure. Shal- 
low wells are seldom of sufficient capacity, 
suitable sites for impounding reservoirs are 
exceedingly rare, and the filtration plant in 
small units is too expensive to install and 
operate to make its use by towns of the size 
in question desirable. The deep well is for- 
tunately usually available as a source of 
supply, and provided the water is not too 
hard, usually furnishes a satisfactory and 
ample supply. Where the public supply is 
hard or otherwise undesirable, many citi- 
zens will continue to use private wells, and 
one of the main purposes of the public sup- 
ply will thus be defeated. Public sentiment 
is still a long way from permitting the for- 
cible closure of private wells where a public 
supply is available. 

In those cases where the bonding limit or 
other reasons make the installation of a 
public supply out of the question, and where 
the private well must continue to be the 
source of supply for the town, recourse must 
be had to means of preventing soil pollution 
and thus preserving the purity of under- 
ground waters in the town. 


The second prime necessity is for proper 
disposal of excreta. This is beyond question 
the most difficult of the sanitary problems 
confronting the citizens of the small town. 
Present conditions are almost without excep- 
tion insanitary in the extreme, as well as. 
uncomfortable, inconvenient and offensive. 
It is not too much to say that the excreta 
disposal of the average small town has not 
improved since the stone age. Moses, in 
his writings, provided that the children of 
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Israel select a place without the camp to 
which they should repair and where the ex- 
creta should be buried as deposited. In the 
average small town the burial takes place 
within the limits of the town instead of 
without, and at long intervals instead of day 
by day. These changes can hardly be con- 
sidered as improvements. 

It is, of course, evident that the only sani- 
tary, convenient, permanent and really satis- 
factory system of excreta disposal for any 
thickly settled community, whatever its size, 
is by water carriage of sewage. This fact, 
however, has but recently been impressed 
on the cities of the United States, and is 
still far from general belief in the small 
towns. Much progress has been made, and 
good progress is being made, but at the 
present time the very large majority of the 
small towns still depend upon the outdoor 
dry closet. The average town privy, like the 
town well, is the farm privy moved to town. 

It must be confessed with shame that, not- 
withstanding the very large amount of atten- 
tion which has been given to the matter of 
excreta disposal within the past few years. 
we are still without a type of privy which is 
even approximately satisfactory for individ- 
ual use. The best we can do at the present 
time is provide a receptacle for the material, 
and protect it against dissemination by flies, 
domesticated animals and other agencies un- 
til it can be removed and disposed of in some 
distant place. The fermenting or liquefying 
privies carry the process one step further, 
and by liquefying the sold matter and reduc- 
ing the volume of material by evaporation, 
simplify the matter of final disposal, but no 
type of privy now known, suitable for use 
in a small town, depending on shallow wells 
for its water supply, really finally and satis- 
factorily disposes of human excreta. 

For the average small town, however, is 
available a system, which depends upon uni- 
formity of construction and community oper- 
ation for success, but which in actual prac- 
tice is sanitary, workable and satisfactory. 
This is the so-called can privy, with a regu- 


lar system of cleaning by a public scavenger. 
The essentials of any system for town use 
are that the pollution of the soil is prevented. 
that access of flies and animals to the ex- 
creta be denied, that cleaning be easy and 
convenient, and that the privy contents be 
regularly removed and carried beyond the 
limits of the town for final disposal. 

To install this system in a town requires 
the passage of an ordinance forbidding the 
construction, maintenance, or use of any 
privy within the limits of the town, unless 
the privy is provided with watertight re- 
ceptacles, preferably of metal, under each 
seat, of suitable capacity, usually about one 
bushel; that the contents be _ protected 
against the access of flies or domesticated. 
animals; and arranged for convenient and 
cleanly removal by the scavenger. The cost 
of reconstructing the average privy in ac- 
cordance with this ordinance will be in the, ., 
neighborhood of two and half dollars per 
family. Along with the privy ordinance the 


town must make contract with some indivi: 4 


ual to clean all privies regularly, usually 
twice each month, and to remove the mate- 
rial in covered metal watertight cans to the 


‘disposal ground for burial. The disposal - 


ground is usually readily obtained free, on- 
account of the high manurial value of the 
material, and should be, as far as possible, 
from any human habitation and from any’ 
water supply. The cost of cleaning will be 
in the neighborhood of 30 cents per month 
per family. The total cost of reconstruction 
and cleaning for the year will be but little 
if any more than the amount paid by the 
average householder for the cleaning of the 
vault privy once a year, or for digging a 
new pit and moving the privy house. 

This system offers to the small town a 
fairly satisfactory solution of the difficulty, 
and if properly kept up is sanitary and in- 
offensive. That it is not more generally in 
use is due to the fact that most towns have 
never taken up the matter of refuse disposal 
in a serious manner, relying on the indi- 
vidual citizen to attend to the matter for 
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himself, and that the organization of the 
system is a matter requiring a good deal of 
work and arousing some opposition from 
the ignorant or parsimonious part of the 
citizenry. 

The pit privy, so generally in use in the 
United States, and in some communities in 
almost universal use, offers a problem in 
itself. It can be, without difficulty, ren- 
dered free from all dangers except those of 
polluting underground water. Just how 
great a danger this is we are not at present 
prepared to say. The bacteriological evi- 
dence as to the distance through the earth 
which infectious organisms will penetrate is 
neither concordant nor convincing. There 
is apparently the widest difference between 
soils. There is no doubt that in certain 
loose soils, and in ¢ertain wet soils, particu- 
larly where there are decaying tree roots 
and crawfish burrows, infection will pene- 
trate considerable distances through the soil. 
There is, on the other hand, no doubt that 
certain soils are exceedingly good filters. The 
difficulty lies in discriminating between the 
conditions, and this can be done only after 
extensive bacteriological investigations. For 
this reason the pit privy must be looked on 
with grave suspicion until proved safe for 
any given location, and as it offers no par- 
ticular advantage, except freedom from the 
necessity for frequent cleaning, it cannot be 
regarded as a desirable type of privy for 
town use under any conditions. 

The installation of a proper system of 
privies, with regular and systematic clean- 
ing, is an exceedingly practical and common 
sense method of meeting the situation. 
Where pollution of the soil with human 
excreta is absolutely prevented in this man- 
ner, the matter of securing good water from 
shallow wells is much simplified. 

No system of privies, however perfect their 
construction and operation, however, can 
be considered as more than a temporary 
makeshift. Every town must look forward 
to the installation of a complete sewer sys- 
tem to which every house must be connected. 
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To bring this about in a small town is not 
impossible or even very difficult. It cannot 
be done by a day’s work or an evening’s pub- 
lic lecture. It requires tact, diplomacy, per- 
sistence and above all patience. The idea 
must be planted, watered and nursed to frui- 
tion. The development of a proper senti- 
ment for a sewer system should be under- 
taken, if possible, in advance of the construc- 
tion of any considerable number of private 
disposal plants, since these are usually con- 
structed by the more progressive and well- 
to-do of the citizens, and once provided with 
a satisfactory private system these persons 
are not anxious to bear their part of the 
cost of a public system. h 
The town seeking to install a sewer sys- 
tem, however, is early confronted with the 
question as to how to dispose of the sewage. 
State laws in many states prohibit the dis- 
charge of crude sewage into the streams. 
While this is undoubtedly necessary in some 
cases, by reason of the fact that many 
streams have so low a dry water flow as to 
make crude sewage a nuisance in the dry 
months, in many cases these regulations are 
in behalf of preserving the so-called “pris- 
tine purity” of the stream. There isa very 
Serious question in the minds of many sani- 
tarians as to whether this so-called “pris- 
tine purity” is worth preserving. The time 
has long gone when the water of any large 
stream in the United States is fit for domes- 
tie use without thorough purification. Most 
of our large streams already receive so much 
sewage from the larger cities that the addi- 
tion of the small amounts from the towns 
would have no appreciable effect on the total. 
These regulations seem particularly unrea- 
sonable to the small town, as the cities, hav- 
ing constructed their sewer systems years 
before, have acquired an easement and con- 
tinue to discharge the raw sewage, while the 
small town, even if located below the city 
on the same stream, must construct expen- 
sive purification works to purify a small 
amount of sewage. 
In the smaller streams it does not seem 
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just or expedient, whether or not it be law- 
ful, that the riparian owner, desiring to pas- 
ture a few cattle on the stream, should be 
permitted to force the town to spend thou- 
sands of dollars for a plant and heavy ex- 
penses of operation to preserve the stream 
from pollution. The sewering of the small 
town will have a profound effect on the 
health of the whole people. The small town 
is the chief sanitary offender at the present 
time, and to hamper its efforts at improve- 
ment to preserve a purity which does not 
exist in the streams, is unwise to say the 
least. 

Even if the town has every desire to com- 
ply with the law and is willing to purify its 
sewage, its difficulties have just begun. 
Sewage purification is in a far from satisfac- 
tory state at the present time. Really satis- 
factory plants are few and far between. The 
ordinary civil engineer likely to be consulted 
by the authorities of a small town is wholly 
unable to design a satisfactory plant. Every 
state department of health should be in posi- 
tion to furnish preliminary estimates to the 
small town and should have full authority to 
review plans and specifications. Such re- 
vision should be with a full appreciation of 
the difficulties and financial limitations of 
the town administration, and a deep-seated 
conviction of the necessity for securing sew- 
erage for the town. Regulation should be 
based as much on common sense and prac- 
tical sanitation, and as little on academic 
considerations as possible. 

The disposal of garbage and domestic 
wastes, other than sewage, is as much a 
problem to the dweller on a small lot in a 
country town as to the householder in the 
large city. Most towns have no provision 
whatever for meeting this need, and all sort 
of makeshift attempts are seen. Some are 
ingenious, some even ludicrous. Where the 
scavenger system is in use for the removal of 
excreta, it is not difficult to arrange for 
collection and disposal of garbage on the 
same plan. Burial or feeding to hogs are the 
two methods of final disposal available, and 
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both depend for successful operation on 
rigid separation of organic from inorganic 
waste. Where feeding to hogs is a feasible 
proposition, it is sometimes possible to se- 
cure free removal of the garbage for the 
sake of the food value of the material. This 
should, however, always be by contract un- 
der bond with the town, so that the work 
will be done with system and regularity and 
some responsibility to insure its being so 

done. 

It will be seen, therefore, that the small 
town presents, in the fundamentals of sani- 
tation, problems as pressing and important 
as those of the city of the first-class. Their 
solution requires a high degree of technical 
skill and engineering knowledge. This 
service they are not likely to get unless it is 
furnished by: the state. The total number 
of people involved in any one unit is small, 
the expenditure inconsiderable. In the ag- 
gregate the total of the population of the 
small towns is no small fraction of the popu- 
lation of the state, and the engineering ex- 
penditures will total very large sums. 

In the second class of sanitary problems, 
the small town also presents interesting and 
important features. The control of conta- 
gious diseases is for the most part a minor 
matter, a few cases a year, requiring only 
the routine procedures of quarantine and iso- 
lation. Occasionally, however, extraordi- 
nary conditions arise, a typhoid outbreak or 
the sudden occurrence of a number of cases 
of diphtheria in the school. Trained sani- 
tary assistance is needed and needed prompt- 
ly. In such a case, in the absence of a 
trained county health officer, the town can 
turn only to the State Board of Health, and 
should be taught to seek advice at once. 
The prettiest pieces of epidemiological re- 
search and the most striking results of sani- 
tary administration are frequently to be seen 
in these small town outbreaks. 

For supervision of foods, particularly 
milk, also, the town has a very pressing 
need. The small town dairy, while no worse 
than the city dairy of ten years ago, and no 
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worse than the uninspected dairy anywhere, 
is by modern standards woefully in need of 
improvement. This improvement cannot 
come as a result of the work of a local physi- 
cian, or other local health officer. The in- 
spection of dairies is, in itself, a profession, 
requiring special aptitude and experience. 
For this service the town has at present only 
the half-hearted, occasional visit of the state 
inspector. It should have periodic visits, 
at not too long intervals, of a trained in- 
spector. The small town dairyman is amen- 
able to reason and suggestion, and with a 
little help will make almost magical im- 
provements. This will not come until the 
state realizes its responsibility for doing the 
work. 

It will be seen, therefore, that in these 
fundamentals, as well as in all other phases 
of sanitary endeavor, the small town pre- 
sents sanitary problems of enormous ex- 
tent and of the highest importance. It will 
be seen also that the town is at present al- 
most helpless to meet most of its pressing 
needs without the aid either of the state or 
the county. The coming of the county health 
officer, as a thoroughly trained sanitarian, 
giving his whole time to the work, is appar- 
ently some time in the future. In the mean- 
‘time the small towns wait. Their intentions 
are for the most part excellent. They desire, 
in the same way as their city brothers, the 
best of health conditions. “They most, under 
present conditions, look to the state for help. 

That it is possible to meet the needs of 
the small towns in a fairly satisfactory man- 
ner, to improve their conditions, and to stim- 
ulate their activities, is a fact well known to 
all who have worked with them. When we 
have really realized the importance of the 
problem they present, and have perfected in 
our state health organization a system to 
meet their needs, then will the small town 
begin to come into its own. The small town 
is today the neglected unit in sanitary ad- 
ministration. 
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THE EFFECT THAT THE SANITARY 
WORK ACCOMPLISHED IN CUBA 
AND IN PANAMA HAS HAD, AND 
WILL HAVE, UPON THE SANITA- 
TION OF THE TROPICS.* 


By W. C. Goreas, M.D. 
Major-General, U. S. A., 
Washington, D. C. 


In the year 1900 both the science and art 
of tropical sanitation stood in about the 
same position of backwoodness which they 
had occupied during the previous century. 
During the previous one hundred years very 
little advance had been made by sanitarians 
in the control of tropical diseases. About 
this time two sets of discoveries were made 
and announced to the world, which have 
revolutionized tropical sanitation and great- 
ly advanced the ability of the sanitarian to 
control tropical diseases. Ronald Ross and 
his co-workers discovered and announced to 
the’ world that malaria was conveyed from 
man to man by the female of the anopheles 
mosquito. It was established that the mos- 
quito of this species lays her eggs in fresh 
water; that in about three days these eggs 
hatch into the larvae; that the larvae lead 
an aquatic life for about nine or ten days, 
and at the end of this time they develop 
into the adult mosquito; that these adult 
mosquitoes, when biting a human being suf- 
fering from malaria, swallow the malarial 
parasite in the meal of blood which it ex- 
tracts from the bitten human host. This 
parasite in the mosquito undergoes a cycle 
of development which reaches its culmina- 
tion in ten or twelve days. That after this 
period, whenever she bites another human 
being, she injects into the circulation of this 
person the malarial parasite which causes 
malarial fever in the person bitten. Mala- 
rial fever, in nature, is transferred from 


*Address before the Vermont State Medical 
Society, Burlington, Vt., October 14, 1915. 
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man to man in no other way. Reed and his 
co-workers, about the same time, discovered 
and announced to the world that yellow 
fever was transferred from man to man by 
the bite of the female stegomyia mosquito. 
The life history of the stegomyia, for prac- 
tical purposes, is the same as that of the 
anopheles, though the life history of the yel- 
low fever parasite differs somewhat from the 
life history of the malarial parasite. They 
discovered and announced that the yellow 
fever parasite only lives in the blood of the 
sick man during the first three days of his 
sickness. The female stegomyia, therefore, 
to become infected, has to bite during this 
period. That the yellow fever parasite re- 
quires from twelve to twenty days for his 
cycle of development in the mosquito. That 
after this period, when she bites a non- 
immune human being, yellow fever will fol- 
low in this person in from three to six days. 

In the two histories just given of the ma- 
larial and yellow fever parasite, I wish to 
call your attention to two very important 
differences in the life histories of the two 


parasites under consideration. These differ- - 


ences play a very important part in the prac- 
tical sanitation of the two diseases caused 
by these two parasites. The two points 
which I wish to emphasize are these: The 
malarial parasite remains in the blood of the 
infected person for an indefinite period, 
sometimes for several years. An individual, 
therefore, suffering from malaria is a pos- 
sible source of infection for a long time. The 
yellow fever parasite remains in the blood of 
the human being infected with yellow fever 
for only three days. The yellow fever pa- 
tient, therefore, is a source of possible infec- 
tion to the stegomyia mosquito for only this 
length of time. 

The second point is this—that almost any 
human being bitten by the infected anopheles 
mosquito will contract malaria; only the 
non-immune, when bitten by the infected 
stegomyia mosquito, will develop yellow 
fever. 


These two points have caused the spread 
of yellow fever over the earth’s surface to 
have been much less wide and extensive than 
the spread of malaria and have caused the 
sanitary measures taken against these two 
diseases to be much more prompt and spec- 
tacular in their results in regard to yellow 
fever than in regard to malarial fever. 

Another point in the life histories of the 
two species of mosquitoes under considera- 
tion has tended to limit the spread of yellow 
fever to very much narrower limits than the 
limits which apply to malaria, i. e., the fact 
that the stegomyia is much more susceptible 
to the effect of cold than is the anopheles. 
The endemic area, therefore, of yellow fever 
has been entirely confined to the tropics. 

With this knowledge furnished by these 
two sets of workers, the sanitary authori- 
ties of the City of Havana originated and 
applied sanitary measures which entirely 
eliminated these two diseases from this city. 
All during the nineteenth century Havana 
has been the focus from which yellow fever 
has constantly spread to the United States 
and to the other parts of the Northern hem- 
isphere affected by yellow fever. For one 
hundred and fifty years before this time 
there had been yearly in Havana from threé 
to four hundred deaths from this disease, 
and never within that time had a month 
passed without a death from yellow fever in 
Havana, or a single day in which there had 
not been a case of yellow fever within its 
limits. The anti-mosquito work was com- 
menced in Havana in February, 1901. In 
September of that year the last -case of yel- 
low fever occurred. Since this time Havana 
has ceased to be a focus of infection, and 
yellow fever has practically disappeared 
from the earth’s northern hemisphere. The 
measures which were worked out for the con- 
trol of the anopheles mosquito, and thereby 
for the elimination of malaria, bore a very 
great similarity to the measures used against 
yellow fever, as would be expected from the 
similarity in the life histories of the two 
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mosquitoes concerned, and the similarity in 
the life histories of the parasites causing the 
two diseases. As was to be expected from 
the differences in the life histories of the 
malarial and yellow fever parasites, the re- 
sults following the malarial work were not 
as prompt as the results following the yellow 
fever work, though, in the long run, both sets 
of measures were equally effective. In the 
course of a few years malaria was entirely 
stamped out in Havana. In 1904 the United 
States undertook the construction of the 
canal at the Isthmus of Panama. The his- 
tory of Panama for malaria and yellow fever 
for the 400 years previous to our taking 
charge had even been worse than that of 
Havana. The sanitary measures originated 
and worked out by the Sanitary Department 
of Havana were put into effect at Panama. 
The results were equally striking. 

Many of the men who had been employed 
in the Sanitary Department of Havana were 
transferred to Panama. We commenced 
work at Panama in May, 1904. The last 
case of yellow fever occurred in Panama City 
in November, 1905. 

In 1906 our malarial rate was at its 
height on the Isthmus. During that year 
we admitted to the hospital for malarial 
fever 821 out of every 1,000 of. our employes. 
In 1913 we admitted only 76 from the same 
number of employes. 

Practical measures of sanitation against 
malaria and yellow fever worked out at Ha- 
vana have since that time been applied at 
many other places, and yellow fever and ma- 
laria, by means of these measures, have been 
eradicated at many other places other than 
Havana and Panama. Sanitarians every- 
where now accept these measures as the 
proper procedure for the attempted control 
of these two diseases. The work which freed 
Havana from yellow fever between the 
months of February and September, both in- 
cluded, cost the Sanitary Department of Ha- 
vana about $200,000, or 80 cents per capita— 
less than four-tenths of a cent per day per 


capita. ° The cost of the sanitary work at 
Panama was about $350,000 per year, or, 
approximately, one cent per day per capita. 
It cost us nearly three times as much at 
Panama as it did at Havana. The difference 
was due to the different methods of adminis- 
tration pursued at the two places. There is 
no essential reason why the work should not 
have been done as cheaply at Panama as at 
Havana. But either cost could be well borne 
by any community undertaking the eradica- 
tion of these two diseases. Several writers 
have stated, concerning sanitation on the 
Isthmus, that it cost about $20,000,000, about 
5 per cent of the total cost of the canal. 
The truth is that it cost, during the ten years 
of construction, about three and one-half 
millions, or about 1 per cent of the total 
cost of the canal. Some writers have made 
this error honestly, led thereto by official 
publications which give the cost of the Sani- 
tary Department at about twenty million 
dollars. But the expense of the Sanitary 
Department covered many things besides san- 
itation, such as care of the sick, which cost 
us some ten or twelve million dollars; sala- 
ries of the ministers of the various religious 
bodies; undertaking establishments; care 
of cemeteries; burial of the dead, and many 
other items amounting to four or five million 
dollars, which in no way pertained to sani- 
tation. 

1 think it is important to make this very 
clear: that the expense of sanitation at Ha- 
vana and at Panama was not high, and that 
such expense could well be borne by any com- 
munity seeking to free itself from these two 
diseases. As stated before, the expenses of 
sanitation at Panama were unnecessarily ex- 
pensive, due to methods of administration, 
over which the Sanitary Department had no 
control. At Havana the Sanitary Depart- 
ment had entire control of its administrative 
methods, and there the per capita cost of 
getting rid of yellow fever was less than 
four-tenths of 1 per cent per day per capita, 
as compared with ten-tenths at Panama. 
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This question of sanitary expense has re- 
cently been called to my attention by an 
editorial in the New York Sun of September 
30, which editorial rather ridiculed the idea 
of anything like National work looking to- 
ward mosquito extermination, on account of 
the prohibitive expense, as illustrated by the 
work at Panama. The writer no doubt had 
in mind the twenty million dollars expended 
by the Sanitary Department at Panama, 
rather than the three and one-half million 
expended on sanitation. 

Sanitarians generally have not found the 
methods employed in Havana and Panama 
expensive, and a great deal of useful work 
has been done in many parts of the world 
along these lines. 

I should like today to dwell upon the fact 
that the sanitary work accomplished in Ha- 
vana and Panama, as time goes on, will not 
be looked upon as having accomplished the 
greatest good in the local benefits conferred. 
But I hope and believe that in future gen- 
erations its reputation will rest upon the 
fact that it was the first demonstration that 
the white man could live, work and thrive 
just as successfully in the tropics as he now 
does in the temperate zones. When the 
knowledge becomes general that the white 
farmer can settle in the tropics and can carry 
on farming operations with just as little 
risk to health as he now does in Canada, the 
white man will seek the lands as a home. 
When it is also known that the cost of car- 
ing for his health in the Amazon Valley is 
not as great as the cost of protecting himself 
against cold in Manitoba, the Amazon Val- 
ley will attract great numbers of people now 
living in the United States and Europe. Such 
emigration will have the same effect that 
the emigration due to the settlement of 
America had upon Europe, i. e., a considera- 
ble increase in the wages of those left be- 
hind. Such increase in wages, I feel quite 
confident, will do more to improve the sani- 
tation of Europe and the United States than 
did our special measures at Havana and 


Panama toward improving local sanitation. 
I like to think that the great good accom- 
plished in tropical sanitation wihin the last 
twenty years is only a beginning; that the 
greatest results are still to come, viz., that of 
the increase of wages all over the world, and 
a resultant general improvement in sanita- 
tion, due to the throwing open of the tropics 
to settlement by the white man. 


THE SEX QUESTION IN PUBLIC 
HEALTH.* 


By Isapore Dyer, Ph.B., M.D., 

Editor N. 0. Medical and Surgical Journal ; 
Editor American Journal of Tropical Dis- 
eases and Preventive Medicine, etc., 
New Orleans, Louisiana. 

Perhaps the title of this paper appears 
meretricious in that the usually accepted 
lines of public health are well defined. The 
progress of public health, however, along 
new avenues of practice in the past few years 
has opened up many opportunities of serv- 
ice, and as time goes on these must increase. 

The general scope of public health con- 
templates the preservation of the community 
in the full enjoyment of health and in aiming 
at this those who administer the rules and 
laws related to the public health have ex- 
panded their usefulness from a mere per- 
functory exercise of office so as to include 
the care of all those things which purvey 
to the public welfare, which embrace foods 
and drugs, the regulation of environment 
and the proper safeguards against contag- 
ious diseases. The school and its purposes 
fall within the protection of the public 
health authority, and even the home must 
obey certain laws of practice, so far as the 
school child is concerned. 


*Read in Section on Public Health,. Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, November 8-11, 1915. 
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In weighing responsibilities the health of- 
ficial must often take the burden and the 
blame for sins of omission and commisison 
in the care of the well and of the sick. 

The dement, the criminal, the beggar and 
the victim of accident all fall, at times, with- 
in the province of the health office. 

Where sanitary codes are provided for the 
maintenance of the power and dignity, as 
well as for the activities and efficiency, of 
the health office, such codes are quite broad 
in the scope of their intention and authority. 
At many points the mere function of the 
health office as an advisory agent ends and 
the power of authority and of action begins, 
so relating the health and police activities 
that in many places they are one. 

In the development of community protec- 
tion, the law has first contemplated the pro- 
tection of the individual against violence, 
against crime of all degrees; then it con- 
serves property interests, familial rights, 
dictating the manner in which the law shall 
be julfilled. As an individual right, state 
medicine is organic, and under its provision 
must fall all protection of the individual so 
far as his physical well being is concerned. 

The regulation of vice has usually fallen 
within the duties of the police, and, where- 
ever laws have been promulgated, they have 
been framed either with the view of control 
or of punishment. 
laws proved efficient, for the large reason 
that they have lacked the elemental idea of 
public health interest, while the moral side 
has now and then colored police practice. 

The ground has always been a delicate one, 
because of its essential relation to the per- 
sonal privilege and to the personal habits of 
individuals in the community, heretofore af- 
fecting the accepted delinquency of the male. 

Forensic medicine deals with the phases 
of the question which come within the law— 
up to a certain point. Rape and murder 
are prominent subjects of medico-jurist in- 
terest in connection with sex influences, but 


At no time have such 
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these represent only a part of the whole 
question. 

Every now and then groups of men and 
women have met in conference to weigh the 
problems of hygiene as related to sex, and 
have debated the ways and means of better- 
ment. Here sociological phases come in, and 
the public interest appears in the divisions 
of the subject which relates to prostitution, 
and to the diseases which are associated. 
From such gatherings have come a wider 
knowledge of the subjects discussed, with a 
more enlightened tendency in the enactment 
of laws regulating the control of the condi- 
tions affected. Even states and the national 
government have provided legislative acts 
to further the improvement in the moral side 
of these questions, and so far as the general 
welfare is concerned, good has resulted. Uni- 
formity, however, has been lacking, with the 
result that the situation is one of present 
unrest rather than of any approach to a 
real solution. 

The organization of permanent bodies for 
the purpose of studying questions of social 
hygiene has materially helped in the dissem- 
ination of interest and of knowledge, but 
every day the newspapers present a series 
of accounts of the continuance of vice in all 
its ramifications—from the cases of crime 
from mere lust to those of refined perversion. 

We are quite far from an ideal status, 
then, and in the serious review of what has 
been done, there must be the reflection that 
perhaps the attack has been wrong. The quiet 
endeavor of local and national organizations 
with the altruistic purpose of reclamation 
and of control of those who have been caught 
in the web of vice is deserving, but more of 
less barren of result in the face of the vast 
problem involved. The moral effect is good, 
but the practical results are doubtful. 

This brings us to the topic under discus- 
sion, and to make it effective in presentation, 
the question may be propounded: 

Is the sex question altogether one of law 
and of morals? 
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We submit that for the purpose of results 
it is essentially a question of public. health. 
The discussion and the argument must pre- 
sent many faces, for to bring the subject 
within the field of state medicine, ergo, with- 
in the scope of public health, we must as- 
sume from the start that_the prime object in 
the consideration of the sex question as a 
matter of health is one which concerns the 
preservation of the individual as a commu- 
uity unit. 

Where may we begin? 

Sex hygiene is today a fetish, bandied 
about by the pedagog, the preacher, the poli- 
tician and the-physician, in the endeavor to 
escape the responsibility of indicating the 
application of the subject to a_ practical 
science in education. Congresses debate 
some phases of sex hygiene; both sides are 
vehement in urging and opposing the dissem- 
ination of knowledge among the young, and 
while they continue to disagree, the young 
go on learning in the old-fashioned way. 

The present day board of health bulletin 
teaches many valuable lessons to the young 
and to the old—about the fly, about the mos- 
quito, about the germs of disease, about 
drinking water, about habits of function of 
the bowels, about the sanitary care of the 
house and the premises, not even hesitating 
to go into details when discussing the privy 
and its dangers. Why should the elemental 
ideas of sex be taboo? 

Preventive medicine is the largest fune- 
tion of the health office today. The knowl- 
edge of dangerous diseases is one of the 
chief weapons against them. The additional 
knowledge of the means to prevent them 
would do away with many diseases in time. 

Sex hygiene means more than the mere 
knowledge of sex and the functions related 
—it means the government of the function 
of sex so that the purposes of sex may be 
preserved for their proper uses and ends. 
The education in the physiology and anat- 
omy of the sex organs may be left to the 


pedagog, but the instruction in the hygiene 
of sex as above defined should be within the 
duties and obligation of the public health 
office, as best qualified to disseminate such 
instruction in a way in which it will do the 
most good. 

Parents fail in this instruction, for the 
reasons that they are not sufficiently in- 
formed themselves and that their attack 
upon the question is too often colored by the. 
moral side to accomplish the proper results ; 
facts are needed, not preachments. 

The school teacher is apt to leave the 
kernel of the argument while displaying the 
shell of the subject to the pupil, who then 
seeks the missing information elsewhere. In 
the school, the mixed group of scholars makes 
it impossible to place such knowledge so that 
it will count. 

The public health office has grown into a 
distinct place of adviser in matters of gen- 
eral welfare. In most states the board of 
health bulletin is welcomed and does good 
because it stands for the highest usefulness 
in its service and the public, the community 
and the individual know that there is no ul- 
terior motive. The educational value of this 
work in the hands of the public health office 
cannot be too highly estimated. 

As to the scope of the material to be dis- 
tributed by the public health office, much 
might be said. The element of disease must 
come in and so must the discussion of re- 
lated vice. The moral side is debatable, but 
it cannot be set aside without consideration, 
for in any discussion of the diseases involved 
in the hygiene of the sex organs the ques- 
tions of illicit indulgence, as well as the 
proper regulation of sex habits, must have 
some place. The development of the subject 
would probably direct this particular phase 
better than any formulated or stereotyped 
plan of statements. This brings us to firm. 
er ground where the exact obligation of the 
public health office meets the problems of 
the diseases of sex, their regulation and con- 
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trol. As the first consideration we are bound 
to discuss the largest source of venereal dis- 
eases, viz., prostitution. 

As yet prostitution is not a matter of 
either control or direction so far as the 
public health is concerned. It should be 
The provisions for the proper sanitary care 
of prisons and their inmates are already a 
part of the business of state health authori- 
ties; asylums and the eleemosynary institu- 
tions are gradually falling within the scope 
of the direction of state health offices. Why 
should the question of prostitution still re- 
main untouched, and why should it be left 
to the absolutely inefficient care of the 
police? 

The recent review of prostitution in 
Europe by Abraham Flexner*, and the study 
of the heterogeneous laws** governing this 
social problem abroad, would indicate any- 
thing but uniformity and everything except 
success in regulation or control. 

We may not ever succeed in eliminating 
prostitution; it is yet debatable if such a 
thing is desirable, but the control would 
certainly be nearer if this vicious phase of 
community life were approached from the 
public health point of view instead of from 
the police or purely moral sides, in which 
so far all efforts have radically failed. 

Woman is emancipating herself, and as 
soon as the ferment of her unrest in suf- 
fragism is spent there will be a wholesome 
organization among women for the improve- 
ment of their sex, and they must meet the 
recondite questions as well as those which 
are political and economic. Today the.vic- 
tims of vice are either scorned by their bet- 
ter sisters or are held as objects of charity: 
in time a new phase may come. This is to 
be hoped. The way may be prepared for 
woman’s aid by the study of prostitution 
from the health side, and by placing it in a 


*Prostitution in Europe, by Abraham Flexner. 
The Century Co., New York, 1914. 

**European Police Systems, by Raymond B. 
Fosdick. The Century Co., New York, 1915. 
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class with other diseases of sex, and it is no 
assumption to speak of prostitution, syphilis 
and gonorrhea as sex diseases. We may go 
further and class the phases of sex aberra- 
tion, known as perversion, as falling in this 
same group. 

The problem is a large one, and it has 
many ramifications which would afford food 
for review. 

The attack upon the legislative regulation 
of the age of consent, so widely varying in 
several states, is one feature which should 
be noted. This is really a legal phase, but 
within the measures of prevention of vice 
this occupies no insignificant place. 

The survival of practices, anciently known 
to the votaries of the multiplied Aphrodite, 
and broadly classed in the term of perver- 
sion, needs to be studied as a factor in pub- 
lic health. The public is grossly ignorant— 
many physicians, too—of the meaning of 
terms and of the acts defined under such 
words as masochism, sadism, onanism, Les- 
bianism, or fetishism, etc., but a better un- 
derstanding would ventilate vice. When 
Kraft-Ebing’s book on psycopathic sexual 
problems was published, it was clandestine- 
ly circulated, because the information con- 
tined was hardly accepted as veritible. When 
Havelock Ellis printed his first book on sex, 
his publisher was imprisoned, and he would 
have been if he had been in England at the 
time. Masoch’s “Venus in Furs” has long 
been contraband; so has the work of the 
Marquis of Sade. But we are awakening 
and the public wants the truth, without the 
atmosphere of mystery which has hitherto 
created a natural evil reflex influence. 

The medical profession has’ engaged the 
problem of making healthier men and women 
and the obligation rests upon us to see it 
through. We work in our laboratories for 
the obscure causes of diseases. We see our 
heroes go to the front where the lines of 
battle rage and in the rear where the rav- 
ages of disease imperil them, and we share 
in their glory while we applaud their en- 


a 
all 


138 SOUTHERN MEDICAL JOURNAL 


deavor. Is it any less a burden to under- 
take this sex question which has always been 
intangible in other hands? 

Perhaps it is too radical to suggest at this 
time, but with the socialist forces develop- 
ing in this country, showing organization in 
meeting community problems, it should be 
no great task for our public health office in 
state medicine to undertake the sex ques- 
tion as it relates to the public welfare. 


“The Public Health Aspect of Syphilis,” by Dr. 
Lloyd Thompson, Hot Springs, Ark., discussed in 
connection with Dr. Dyer’s paper, will appear in 
a current number, probably March. 


DISCUSSION ON PAPERS BY DRS. DYER 
AND THOMPSON. 


Dr. E. H. Martin, Hot Springs, Ark.—I do not 
know when I have as thoroughly enjoyd two pa- 
pers as I have the excellent ones which have just 
been presented. They are interesting from the 
standpoints of both science and common sense. 

As to the origin of syphillis, I am one of those 
who believe that historical and documentary evi- 
dence shows that the disease, like tobacco, the po- 
tato and many other things, originated in the new 
world. 

The history of the disease shows that it was in 
the new world, and no one doubts that it was here 
long before Columbus came, and apart from the 
very simple and very uncircumstantial history of 


its being transmitted by men of Columbus’ fieet,. 


we have the evidence of both historic and prehis- 
toric bones which indicates that the disease was 
indigenous to the new world. The Aztec bones, 
the bones of the mound builders and prehistoric 
and modern Indian bones show in a large percent- 
age of cases the ravages of syphilis. On the other 
hand, in the eastern hemisphere, neither the pre- 
historic bones nor those more modern, but pre- 
vious to the fifteenth century, are said to show 
any indication of syphilis whatever. 

It would be difficult to add anything to the facts 
as stated by the essayists to make more plain the 
importance of syphilis to public health. They 
have told you of the millions killed before being 
born and of the;thousands who are born to an 
early death. No accurate statistics can be pos- 
sibly made of the actual economic loss from syph- 
ilis of the cerebro-spinal system. In fact, there is 
no disease, the control of which would be a great- 
er blessing. ‘ 

The question is. “How may we control it?” The 
methods suggested of education and personal and 
public prophylaxis will do much, but apart from 
education there is very little that can be accom- 
plished except from the vigorous specific treat- 
ment of each case. 

I cannot endorse Dr. Thompson’s ideas as to the 
legal control of the disease. It is all richt for a 
man to have a clean bill of health in order to get 
a marriage license, but the contamination of 
brides, while it occurs, constitutes a very small 


factor in the spread of the disease. Then, should 
we require every physician to report every case 
of syphilis, we would simply find that no more 
cases of. syphilis would apply to the medical pro- 
fession for treatment. They would be treated by 
means of patent medicines and by old women or 
wise drug clerks or anyone else who was not com- 
pelled by law to make the matter public. There 
are sO many cases who are not at all responsible 
for their infection, which is universally regarded 
by the laity as disgraceful, that it would be an 
injustice to require their condition to be made 
public. Hundreds of cases of this disease are 
acquired every day in perfectly innocent ways, 
either venereal or non-venereal. During the past 
eight years I have seen thirty-nine physicians 
with chancres on their fingers or hands. Not one 
of these physicians, not a single one, made a diag- 
nosis of syphillis from the chancre. They were 
all in the secondary stage before they realized 
what the trouble was. These physicians and thou- 
sands of others over the United States, were 
wounded on the field of daily battle and acquired 
syphilis in the discharge of their duty. To make 
their conditions public would be to take away 
their means of livelihood. Very few people care 
to send for a syphilitic doctor, especially in fam- 
ily practice. I have seen many other cases with 
chancre of the tonsil acquired innocently through 
the use of common drinking vessels and possibly 
from kissing. There was one case reported in my 
town by another physician which undoubtedly had 
a gastric chancre, which was at first considered 
an ordinary ulcer. Other extra genital chancres 
are numerous, as is also the spread of the disease 
to the innocent in lawful wedlock. It would not 
be right to have these young men and women and 
old people and children who have acquired the 
disease without even knowing what it was, listed 
as being, according to public opinion, worse than 
lepers. 

It will also be found impossible to control the 
spread of syphilis by an attempt to control pros- 
titution, as a clandestine prostitute is a much 
more common source of the disease than a known 
prostitute. Teaching children sex hygiene will 
do no good. I think it is quite wrong to teach 
sex hygiene in mixed schools, even when the 
girls and boys are taught separately, they are 
allowed to mix together afterwards, and much 
more unwholesome suggestion is left from a good 
lesson than one would suppose. 

The men we see coming to us with avoidable 
syphilis are men who knew everything of sex 
hygiene that could be taught them, so why: pre- 
tend to believe that knowledge will be much pro- 
tection. 

The hove of the human race in the fight against 
syphilis is in salvarsan. It can be used early 
and intelligently. and even if not pushed to an 
absolute cure will prevent each new case from 
becoming an individual focus of distribution. It 
has so reduced the number of syphilitic patients 
coming to Hot Sprines that. even before the in- 
fluence of the war, the number of baths given at 
that place had fallen off nearly one-third. When 
one considers that the syphlitic visitors to Hot 
Springs were never more numerous than one-half 
of the total number you can readily see that a 
loss of one-third of the total number means a 
reduction of two-thirds of the syphilitic. We see 
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comparativley few cases of secondary syphilis at 
Hot Springs now, and in fact the largest class of 
syhpilitic patients we have are cerebro-spinal 
cases who have passed the stage where they are 
dangerous to the public, but who have also passed 
the time when a permanent and complete cure 
ean be expected, and who therefore wander from 
home for treatment. 

I do not think it is too much for us to expect 
to see syphilis practically stamped out and ren- 
dered a rare disease within the next generation. 
At present, of course, we are not getting sal- 
varsan, but we hope that the war conditions will 
change soon, so that the supply may become suffi- 
cient and some change made to render it less 
costly. 

I wish to thank Dr. Thompson and Dr. Dyer 
for bringing these subjects before us, and to com- 
pliment the masterly way in which they have 
done so. 


Dr. R. N. Whitfield, Florence, Miss.—I_ haven’t 
very much to say. In reference to Dr. Martin’s 
statement that the boys and girls were kept in 
separate schools at Senatobia, Miss., will say I 
was over there last winter and found that the 
high school boys and girls are no longer attend- 
ing classes in separate buildings. A 

I haven’t heard much said about gonorrhea in 
the discussion here this afternoon. It seems that 
more stress has been placed upon syphilis. Of 
course, the papers were on syphilis, but I believe 
that gonorrhea is doing a great deal more harm 
in our country than syphilis, and I believe that 
the best way to prevent it and get at this matter, 
would be for our State Boards of Health to issue 
bulletins on gonorrhea at intervals and bring out 
the -point that over sixty per cent of the opera- 
tions in our hospitals on our women are due di- 
rectly or indirectly to infections of gonorrhea, 
and I believe that if our girls should read these 
things that they would not be in such a hurry to 
marry every old rake that come along and asks 
their consent to marry them. : 

The average boy who has reached sufficient age 
to run around any, if he becomes infected, instead 
of going to a reputable physician for a cure, will 

| some nostrum under the label H G C—“He 

ot Caught—He Got Cured—in three days’—or 
some other equally misleading concoction, and use 
it for a period of from three to five days. Then 
he thinks that he has had a simple trouble; hardly 
regards it as more than an ordinary cold; he 
feels he has been cured; goes through life feeling 


“no uneasiness. infects his wife, and brings misery 


on himself and family. : 

If we could realize that it is time to bring this 
knowledge to girls and mothers and give them 
this information first hand, it would put such sub- 
jects under observation and suspicion and put 
our women in position where they could protect 
their daughters; and it would cause the young 
men to learn that contracting gonorrhea is a more 
serious matter than “catching a cold.” 


Dr. A. L. Stokes, Muskogee, Okla.—Confusion, 
as to place of meeting, prevented me hearing 
Dr. Dyer’s paper, in which I was most inter- 
ested. Prudery for many decades has covered 
the sexual system with a fig leaf, under which it 
has been allowed to rot. 

I feel like apologizing for the medical profes- 


sion in that, as a whole, it has been so lax in 
meeting the important problem of sex. . 

After all, the sex function is really the main- 
spring of all human endeavor; emasculate the 
race, and you take away the motor force that 
urges a man on to dare and to do; and therefore 
wherein so much is involved is it not self-evident 
that a graduate of our high schools should know 
as much about sexual physiology (not sexual 
theology) as they do about the processes of di- 
gestion? 

Great as are the evils of gonorrhea and syph- 
ilis, I am not so sure but that they are exceeded 
by other violations of sexual physiology which 
we have as yet taken little note of. 

I venture the assertion that at the bottom of 
every divorce proceeding, with the possible ex- 
ception of alcohol, the sex problem is the pri- 
mary disturbing factor, for where two human be- 
ings are in this respect mutually compatible and 
are enjoying physiological relations, there is ab- 
solutely no force that can separate them. 

Much of what takes place in the dim light of 
our parlors on Sunday evening is possibly the 
cause of many cases of prostatic hypertrophy 
ovaritis and premature sexual incompetency. 

To illustrate the point, I recall the case of a 
young man aboxwt to be married. He was a stal- 
wart, broad-shouldered, athletic young fellow; 
about four weeks after his marriage he came to 
me in a somewhat distressed state of mind, con- 
fessing that his sex relations were not satisfac- 
tory, that he had severe pain in the perineum, 
so that he had to sit on the edge of the seat when 
riding on the cars. Examination revealed an 
acute enlargement and inflammation of the pros- 
tate. He asked what caused it. I in turn asked 
how often he visited his bride-to-be before mar- 
riage. Every night. How long did you remain? 
Reluctantly admitted ten, eleven and sometimes 
twelve o’clock. What time did the family retire? 
Nine of ten o’clock. What did you do from that - 
time until you left? 

“You are getting a little personal, doctor,” was 
his reply. I, however, satisfied myself that for 
several hours every night he subjected himself, 
and also his bride, to intense sexual excitement 
without, be it said to his credit, physiological de- 
pletion, but aside from the moral question in- 
volved the latter would have been less harmful. 
This is not an exceptional experience, but an 
exceedingly common violation of sexual hygiene. 

It is in the adolescent state and young man- 
hood, when the sexual system makes its presence 
known by a vigorous awakening, that instruction 
is of most value. Sensuality is at all times to 
be condemned, on the other hand, a strong sex- 
uality is desirable, as it is this function which 
gives strength to the muscles and steadiness to 
the nerves to do the world’s work. ; 

The solution of the problems of sex is largely 
dependent upon knowledge, for intelligent men 
and women, as a whole, do not continuously do 
those things which are calculated to do them 
harm, and it seems to me that the schools and 
colleges are the places where the most good can 
be accomplished. 

Every city ought to have at least one physician 
who is capable of giving such information in this 
braneh, as in others, that can be fully compre- 
hended, without the slightest danger of arousing 
erotic sensations or disturbing purity of thought. 
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Dr. Robt. Wilson, Jr., Charleston, S. C.—The 
problems that have been raised by the papers 
read by Dr. Dyer and Dr. Thompson are too 
tremendous and too important to discuss here in 
all of their phases. They are not only medical 
questions and engage the best of medical thought 
and skill, but they are sociological and moral 
questions as well, involving considerations which 
enter into the very fabric of society. 

I have risen to express myself on just one point 
suggested in the discussion, and that is the ques- 
tion rerarding the teaching of sex matters gen- 
erally in the public and private schools; and 
whether I am in the minority or not, I desire to 
record myself as onposed to the proposition. 
There is no question in my mind that the proper 
way to govern or control these diseases is by 
proper education, but I am convinced from a care- 
ful study made of the matter and from observa- 
tions drawn from my personal experience, that 
the vublic school is not the proper place to im- 
part this information. The proper school for in- 
struction on ~uestions of sex hv~iene is the home, 
and the best teacher of the boys and girls of our 
country is the mother; and I believe that the 
next best teacher of them is the father. I am 
satisfied that it is in the home and not in the 
school that this instruction should be given. I 
have been told upon authority that I cannot ques- 
tion, that in one of the large cities of this country, 
a professor of philocophy was accustomed to give 
lectures on gonorrhea and syphilis to the young 
men of his class. After two or three years the 
local physicians requested that the lectures be 
discontinued, inasmuch as every year after the 
lectures were given there was a marked increase 
of gonorrhea and syphilis amon colleve bovs. 

I believe that there were suggestions made in 
the course of the lectures that were so distorted 
in the minds of the listeners that they became 
harmful, and while the information imparted may 
be intrinsically good, I am satisfied that when 
given to boys and girls in groups it is liable to 
harm. The child should be taught at home when 
he becomes large enough and old enough to under- 
stand the nature and functions of sex. And let 
us not forget that we are dealing with one of the 
profoundest and most potent of our instincts and 
that the control of this powerful force can only 
be accomplished by him whose ideals are high 
and whose will is strong. Education. therefore, 
will fail of its purpose if it is not directed toward 
the strengthening of character. 


Dr. W. S. Leathers, University of Mississippi— 
I think this subject is one of the greatest and 
most important and should be emphasized with 
as much force as any other questions we have to 
deal with. It seems to me that it is exceedingly 
essential that we should adopt and obtain the 
very best program or plan of action, especially 
applied to the public health side of this question. 

Dr. Wilson is emphatic that this problem should 
not be dealt with throuch the public schools. 
Having been in the public health work for sev- 
eral years, I have thought a great deal about the 
problem, and it is a fraternal problem, and I 
have considered the question as to the probability 
of working out the problem through the public 
schools. Now, it seems to me that it is possible 
to work it through the public schools. In so far 
as leaving a problem of this importance to be 


taught in the homes of our people, we must 
realize the fact that the great masses of the 
people are ignorant, the parents are ignorant; 
the fathers do not comprehend the problem at all, 
and is not competent to teach the boy upon the 
questions; neither is the mother competent to 
teach the daughter upon all the phases coming in 
contact with the questions arising outside the 
family, nor is she competent to teach the son 
in every phase of the question. I am speaking 
of the great mass of the rural people, and for 
that matter a large percentage of the people in 
the cities; and it occurs to me that this question 


could be dealt with upon a sane and sensible. 


basis, but of course there are certain points which 
would have to be treated delicately or left off 
entirely, as there are phases of certain other 
questions which have to be dealt with delicately. 
It is, of course, possible to excite in the minds 
of boys or those persons who do not know any- 
thing about a subject, such as this, as it does 
in those who do not understand other subjects; 
it is possible to excite those hearing discussions 
of subjects of this nature in schools some degree 
of morbidity, since, the intelligence of the boy 
is disposed to undertake to find out more than 
he has been told—as they are likely to find out 
more than they are told—as Dr. Wilson expressed 
it, they are disposed to take it in the wrong 
manner and get caught. But is it not possible to 
institute a system whereby it will be possible to 
have a well trained woman to deal with this 
problem, so far as the girls are concerned; a 
woman who understands it in every phase, can 
teach on these subjects and make it possible for 
the girls to understand the problem from theif 
point of view. There is no reason why the State 
Boards of Health should not cooperate with the 
principals of schools upon a proper handling of 
the subjects. The State Boards of Health could 
co-operate with the school boards upon a proper 
method of placing it in the scheme of public edu- 
cation. I see no impropriety for.a man who 
understands his business in these respects com- 
ing to the principals and saying, “I would like 
to talk to the boys upon sexual hygiene and 
sexual subjects;” or some lady who is qualified 
and understands these subjects going to princi- 
pals and stating that she would like to talk to 
girls about these matters. 
public school telephones I wouldn’t say just how 


we are going to get at that, but some way could. 


be arranged to get around difficulties which might 
arise on that point. : 


Of course as to the’ 


As stated before, the people of the homies. are 


not well enough informed on the subjectssto teach 
it as it should be taught to girls and boys; they 
are too ignorant on the subjects in all phases, and 
it appears to me that we of the Southern States 
and of the Southern Medical Association could 
see that it be taught in the public schools. ~ 
There is one man in the North in my opinion 
doing a magnificent work in this regard,. and 
that is Doctor Hall, of Chicago, in speaking about 
six months ago to student bodies, boards’ of edu- 
cation, of the universities, in this country, stated 
that the subjects treated were having a remark- 
able influence. 


lic school systems. 


A Member—I recently saw a few phases of 


influe It certainly seems that could 
have it injected with perfect propriety in the pub- | . 
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the question gone into, illustrated by a series of 
lantern slides thrown on a screen, demonstrating 
the effects of venereal diseases, and in addition 
showing the pictures of women and men passing 


’ through the various stages of syphilis and gon- 


orrhea and their ravages. If the boards of 
health would take up the question in their admin- 
istrations of health regulations and make demon- 
strations of these diseases and their effects on 
the victims in the schools, not merely for the 
horror of the thing, but simply talk and demon- 
strate it in the right way and give lectures on 
the matter in a suitable way, it would have a 
beneficial effect. That would be a question for 
the public schools as to who would deliver the 
lecture, and it would be a matter of selecting the 
right party, the right man or the right woman 


- to do it. 


I think that Dr. Dyer has hit the nail on the 
head. I wanted to emphasize what he said. I 
think he is a little bit wrong in his statement 
that the father and the mother doesn’t teach 
the child simply because he or she has to learn 
from him or them. The father and mother do 
not know how to present the matter. The thing 
to do is to teach the father and mother also along 
these lines. I believe that the schools are the 
proper places; it is the quickest way. It has 
not met with absolute success every time where 
it has been tried. I know that. I think the only 
thing that we can do is to try to get the best 
instruction that we can and work out the system 
in that way. I believe that the proper solution 
of the problem will depend upon a gradual educa- 
tion of the people up to the necessity of such a 
system. 


Dr. Isadore Dyer, New Orleans (closing the 
discussion) .—Dr. Martin had evidently missed the 
text or the intent of the paper, as the police con- 
trol of prostitution was distinctly opposed, and 
this social condition was referred to health super- 
vision as belonging in the class of sex diseases, 
just as are syphilis and gonorrhea. 

At conferences of men and women sex hygiene 
has been frequently discussed as a sociological 
problem, without much success, so that the ques- 
tion in its unsolved state would seem to be rather 
one of public health than of public morals. 

The subject is one usually negllected by the 
physician, because it has not been brought home 
to him properly. Sex hygiene is a question of 
state medicine, and no better source of public dis- 
semination of instructions offers than the service 
of the public health office. 

I had an experience recently with a young man 
who had acne, who labored under the impression 
that this morbid physical condition was the result 
of continence, and he had become morbid over 
the sex proposition before him. The physician 
can usually set these boys right, and it must be- 
come more and more the physician’s duty to advise 
such young men. 


A CONCENTRATION METHOD FOR 
THE DIAGNOSIS OF MALARIA.* 


Krauss, M.D., J.8. 
FLemincG, 
Memphis, Tenn. 


This experimental study was undertaken at 
the suggestion of Dr. L. W. Haskell, of this 
city. Dr. Haskell argued that a concentration 
method ought to be possible, similar to the 
antiformin method for sputum. At first it 
seemed as though the Ross method fulfilled the 
requirement, but it was decided to undertake 
a series of experiments to work out a tech- 
nique, and after much experimental work, suf- 
ficient success was achieved to settle upon cit- 
rated salt solution as the diluent, formalin as 
the fixative and water as the hemolyzer. It 
was found that, unless some fixation preceded 
the hemolysis, the parasites would rapidly dis- 
integrate. Occasionally, working very rapid- 
ly, a few distorted parasites could be made out. 
This is prevented, in the original Ross method, 
by the drying of the blood before hemolyzing. 
In the Ross smear the parasites are so distorted 
that even the expert is often left in doubt. The 
Ross technic, on the other hand, is applicable 
to smears examined at leisure some time after 
the specimen is obtained. 

In order to make the proposed method a ser- 
ious competitor of the Ross method, it had to 
meet the following requirements: It must be 
available to the general practitioner, at least to 
the extent of enabling him to obtain specimen 
and deliver at the laboratory at his leisure; it 
must show at least as many or more parasites 
to the field; it must, if possible, render them 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 

This paper is part of the Symposium on 
Malaria.. The other papers, with discussions, will 
appear soon. 
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more recognizable than the thick film; it must 
be useful and practical for workers in the 
field; it must present no great technical diffi- 
culties. We think that the only negative possi- 
bility in these requireemnts is the need of a 
high-speed centrifuge; low speed centrifuges 
will not give satisfactory precipitates. We 
think one of the distinct advantages of the 
method is the possibility of removing most of 
the leucocytes as well as the red blood corpus- 
cles. In other words, our present claim for the 
technique is that it is available to the general 
practitioner (in the same sense as the Ross 


+ 


+ 
+ 
4 

+ 
+ 


+ 


' 


1 


+= Percentage refers to whole mixture 
= 
=eomplete. 


Table I.—Showing graded strengths of 37% formal- 
dehyde solution used and effect of same on hemo- 
lysis at different time periods. 


method) and to the field worker, furnishes 
greater concentration, removes practically all 
other cell elements, and produces a smear that 
preserves the parasites morphologically and 
tinctorially. The larger (nearly grown) para- 
sites frequently tear somewhat in making the 
smear, but not enough to interfere with their 
prompt recognition. In one case, no parasites 
had been found after hours of search, and the 
concentration smear showed two parasites in 
some fields. 

The technic is conveniently divided into two 
steps: 1, that of obtaining the blood ; 2, that of 
making the smear. 

For obtaining the blood, some sterile 15 to 
30 c. c. corkstoppered bottles are provided, con- 


taining 10 to 20 c. c. respectively, of a solution 
made by dissolving 2 grams chemically pure 
sodium citrate and .85 gram c. p. sodium 
chlorid in 100 c. c. freshly distilled water. The 
bottles should be sterilized once with their con- 
tents. A few of these can be kept in the emer- 
gency bag. To remove blood for diagnosis, a 
sterile 2 c. c. all glass syringe is first charged 
with % c. c. solution, filled from a vein, and 
the contents immediately injected into the bot- 
tle. The mixture should not contain more than 
20 per cent of blood. It is then lightly shaken 
and replaced in the bag. Blood collected in this 
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Table II.—Effect of formalin percentages and time 
periods upon staining of large schizonts and 
gametes. Note that best pictures obtain in weak- 
er solutions after four hours. 

way will keep about as well as serum for Was- 


sermann tests. 
TECHNIC FOR MAKING SMEARS. 


1. Add the amount of formalin indicated in 
the chart. Usually about .5 c. c. of a 1:10 
dilution of official 37% formaldehyde to the 
smaller bottles will give good hemolysis and 
good fixation. Small rings are well fixed in 
one hour. Large tertians and gametes stain 


best after four hours of contact with formal- — 


dehyde. They can be recognized, however, 
after fixation for one hour. Quicker fixation 
may prevent hemolysis, and can not be recom- 
mended. The tables will elucidate this point 
further. The only portion of the tables requir- 
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ing study for practical purposes is the part de- 
fining limits of fixation, staining and hemoly- 
sis. Even this is of value more to enable one to 
avoid covered experimental ground. 2. After 
fixation, using the system suitable to the time 
available, the contents of the bottle are put into 
a centrifuge tube and spun fifteen minutes at 
2500, or ten minutes at 3000, R. P. M. 3. Most 
of the leucocytes form a cream on the surface 
of the deposited blood, and can be pipetted off 
with the supernatant fluid, preferably with a 
vacuum pump* 4. The tube is then filled 
with distilled water, shaken until hemolysis 
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stained. 
I = poorly steined. Slask spaces = corpuscies ont hemolysable. 


=very poorly or wot at ali. 


Table III.—Showing greater range of tingibility of 
small ring forms. 


is complete, centrifuged again, the fluid 
poured off'and slightly drained, and the re- 
mainder drained on a slide, dried, fixed and 
stained in the usual way. We prefer stain- 
ing a little longer than ordinarily. Also the 
technic recommended by one of us* gives far 
more satisfactory results than one-solution 
stains, as it eliminates washing and the 
formation of precipitates. Beautiful pic- 
tures are obtained in fifteen minutes. This 
technic entails less actual work than some of 
the modified thick film methods. 

The following precautions are necessary: 
Commercial formaldehyde must be neutralized 
carefully with normal sodium hydrate. The 
citrate solution, also, may be acid to litmus 
and may have to be corrected. Rewashing 
after centrifugation would remove these trou- 
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bles, but the parasites have not, in our hands, 
endured this manipulation. 
If haste is required, and the time elapsing 


before arrival at the laboratory is known, the 


formalin may be added at the source. One 
may argue that delay may be dangerous, but if 
it be considered that search for hours is fre- 
quently futile, this objection will not appear to 
have much weight. 

If the blood is to come from a distance, it is 
well to fix in advance on a twenty-four to 
forty-eight hour basis; in other words, adding 
two drops of a 1:10 official formaldehyde to 
every 10 c. c. of mixture of blood and citrated 
salt solution. 

The accompanying photo micrograph shows 
the picture obtained by this method. A little 
practice is required to get such results. In 
some fields of this same slide there were easily 
four times as many parasites, but there the film 
was too thick for photographing. 


*Since this paper was read one appeared in the 
Am. J. Tropical Dis. and Prev. Med., Vol. III, 
No. 6, by C. C. Bass, from which it appears that 
careless pipetting off of leucocytes might remove 
the gametes and large schizonts. 


*Krauss: What Every Doctor Should Know 
—e South. Med. Jour., Vol. 1, Nos. 
and 3. 


The authors desire to return thanks to Dr. 
Haskell, Dr. Rucks and the internists of the City 
Hospital staff for valuable assistance, and to Dr. 
Haase and Miss McGinnes for photomicrographs. 


AUTHORS’ ABSTRACTS. 
Tropical Diseases and Public Health. 


Sparganum Mansoni. First Reported American 
Case. Found in a Breast Tumor at Operation. 
By John T. Moore, Houston, Texas. Transac- 
tions of the American Society of Tropical Medi- 
cine, 1914, pp. 236-247. 

The author presents the history of a case in- 
fected with Sparganum Mansoni (identified by 
Ransom, of United States Department of Agri- 
culture). The special points were the patient’s 
exclusive residence in the United States, his use 
of shallow well water and fruit and occasionally 
raw vegetables. 

Twenty-seven years previously, a non-inflam- 
matory tender mass appeared on the margin of 
the ribs on the left side. This disappeared after 
one year. Six months before operation the mass 
was noted just beneath the left breast—causing 


continuous dull pain and sometimes sharp pains. 

Operation revealed the mass as a Sparganum 
Mansoni imbedded in the fibers of the major pec- 
toral muscle. The parasite was alive, and had a 
contractile and expansile movement. Was white 
and tapelike, 21.5 cm. long, and unsegmented. The 
literature is reviewed and reveals the case as the 
twenty-fifth on record, and the only case reported 
in the United States. 


Malaria in the Philippine General Hospital,, Ma- 
nila, P. I., During the Fiscal Year 1913. By 
David G. Willets, U.S.P.H.S., Manila, P. I. 
Philippine Journal of Science, September, 1914. 

pp. 441-452. 

A diagnosis of malaria was rendered in 5.17 
per cent of 6,732 cases discharged during the 
year; in 10.6, 2.09 and 0.3 per cent of medical, 
obstetrical and surgical cases respectively. 

Organisms were found in 85.1 per cent of 341 
cases examined microscopically and in 86.7 per 
cent of fifteen cases which showed malarial le- 
sions at autopsy. In the two cases which were 
negative ante mortem, chronic lesions were found 
and death was not due to malaria. 

Of 296 cases positive microscopically, 54.4 per 
cent were infected with tertian, 50.6 per cent with 
aestivo-autumnal, 1.0 per cent with quartian, 7.4 
per cent with tertian and aestivo-autumnal, and 
1.4 per cent with unidentified parasites. 

A leucopenia was present in 47.3 per cent, a 
normal count in 42.7 per cent, and a leucocytosis 
in 10.0 per cent of 131 cases positive clinically 
and microscopically. Some of the normal and 
abnormally high counts were probably ‘due to the 
degree of infection present coupled with the stage 
at which specimens were secured and some of 
them probably to complications in the intestinal 
and genito-urinary tracts. ; 

Typhoid fever being excluded, the malarial 
splenic index was 69.5 per cent among the first 
1,000 thoroughly examined medical cases admit- 
ted during the year, and 85.7 per cent in 264 
cases with enlarged spleens examined microscop!- 
cally. Malarial organisms were not satisfactorily 
excluded in a number of instances. 


Sterilization of Drinking Water by Calcium Hypo- 
chlorite in Field. By W. J. Lyster, U. S. Army. 
Military Surgeon, March, 1915. 

The appliance consists of a canvas bag of spe- 
cially woven flax, 20 inches in diameter and 28 
inches in length, sewn to a flat galvanized iron 
ring, hinged so it folds at one diameter. Spliced 
at four equi-distant points on ring are two crossed 
pieces of hemp rope, enabling bag to be suspended. 
When filled with water it weighs about 330 pounds. 
Five nickel spring faucets are placed at bottom of 
bag. Empty bag weighs from seven to seven and 
a half pounds and folds conveniently for carriage, 
strapped to saddle or to new infantry pack when 
other transportation is wanting. 

After bag is suspended and filled with water, 
it is sterilized by a small amount of hypochlorite 
of calcium. This is carried in measured doses 
sealed in glass tubes. A package of sixty tubes 
weighs ten ounces and measures 7 1-2 x 3 1-2 x 
4 1-4 inches. Packed in corrugated paper, it will 
stand rough usage. 
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In the strength used, waters highly infected are 
rendered safe. Of-course in such _ strengths 
(1-500,000) grossly polluted water will not be ren- 
dered safe. Water ordinarily used will be entire- 
ly safe after being so treated. 

Comprehensive experiments demonstrate the 
bacteriological efficiency of the appliance. The 
organisms causing typhoid fever, dystenteries, in- 
cluding amoebic or tropical dysentery, and ciliates, 
are promptly destroyed. Even in vegetative form, 
amoebae are killed in fifteen minutes; ordinarily 
five to ten minutes suffices after addition of pow- 
der to render water safe to drink. Exposure of 
thirty minutes has been found to destroy all 
amoebae and ciliates under most severe condi- 
tions in a test. 


Tuberculosis and the Negro. By A. W. Williams, 
Chicago, Ill. Journal of Outdoor Life, Feb- 
ruary, 1915. 

The negro as a health factor is beginning to re- 
ceive a fair amount of medical study and atten- 
tion. The theory that he is more susceptible to 
tuberculosis than other people, that his high mor- 

tality from tuberculosis is naturally greater, is 

yielding to a belief that environment and social 
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and economic restrictions account for these con- 
ditions. If any other race were subjected to the 
Same environment of poverty, bad housing and 
sanitation, poor food, long hours at low wages, 
and alcoholism, it would prove as susceptible to 
and have as high a death rate from tuberculosis 
as is now ascribed to the negro race by vital 
statistics. The author denies that the negro has 
imported dangerous diseases. The diseases to 
which he most readily yields and of which he be- 
comes a carrier are those of the white race. 

During twenty years of practice in a large cen- 
ter of negro population, where the author treated 
as many whites as blacks, he found that where 
intelligence, environment and working conditions 
were the same the health standards of the negro 
compared most favorably. 

Any law that is good for the white man is good 
for the negro, and the opposite is likewise true. 
Hence the activities of white and black social 
workers should be co-operative. There should be 
no antagonism, as the cause is that of humanity 
in common. With a more sane, more just, more 
intelligent attitude of physician toward tubercu- 
losis it will be recognized as a penalty for infrac- 
tion of the laws of nature and humanity. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


THE RENAISSANCE OF UROLOGY.* 


By Hucu Hamrron Youne, M.D., 
Baltimore, Md. 

I have chosen as my subject “The Renais- 
sance of Urology.” In explanation I may 
say that urology, comprising, as it does, the 
diseases of the urinary tract, was perhaps 
the very first branch of medicine to emerge 
from the clouds of ignorance in prehistoric 
times. This probably came about from the 
fact that when urination became painful, 
difficult or impossible, the male being was 
driven to that desperate necessity which is 
the mother of inventions. 

Thus among the ancient Hindus, probably 
over a thousand years B. C., we find the 
catheter used to relieve retention of urine, 
the sound to dilate strictures of the ure- 
thra, and the operation of perineal lithoto- 
my fully developed and widely practiced. 

Sucruta’s manuscript, giving us details 
of the operation of lithotomy, was written 
about 600 B. C. It is interesting to note 
that the perineal operation for stone, which 
is so skillfully performed by the native lith- 
otomists of India today, is practically the 
same as that described by Sucruta 2,500 
years ago. 

In the writings of Hippocrates (460 B. 
C.) we find accurate descriptions of the 
formation of urinary calculi, of lithotomy 
and of nephrotomy; and this at a time when 
practically no other operations upon ab- 
dominal viscera were attempted. The his- 
tory of major surgery may, therefore, be 
said to have its beginnings in the work of 
the early urologists, and to owe its inspira- 
tion to them. 


*Oration on Surgery, Southern Medical Asso- 
ciation, Ninth Annual Meeting, Dallas, Texas, No- 
vember 8-11, 1915. 


By the Hippocratic oath the general prac- 
titioner of medicine was required to promise 
never to perform lithotomy, but to leave the 
operation to those who made a specialty of 
it; the so-called lithotomist.t 

Celsus shows by his writings at the be- 
ginning of the Christian era that operations 
for calculus, retention of urine and urinary 
fistula were well developed, and Galen (130- 
210) and Auralianus (300 B. C.) describe 
certain progress in urology; but during the 
long years of the middle ages, “while medi- 
cine was in the hands of the monks who dis- 
dained surgical operations,’ the “Lithoto- 
mists” alone kept up the surgical spark. Dur- 
ing this time the inhabitants of the town 
of Norcia developed such skill in lithotomy 
that they were called to all parts of Europe, 
and were frequently official employes of mu- 
nicipalities, where they attained great fame, 
thus being the first public health officers. 

The operation for stone, which had thus 
far been entirely in the hands of these itin- 
erant laymen, was finally adopted by the 
medical profession through the work of Ger- 
main Colot about 1460.2 Colot was a French 
surgeon of renown. Declaring it a disgrace 
that an operation of such importance should 
have been so entirely neglected by surgeons, 
he went to Italy, ingratiated himself with a 
family of lithotomists, learned their meth- 
ods, and then returning to France, instituted 
a series of experiments upon the cadaver, the 
results of which he reported to the medical 
faculty of Paris and at court. He then ap- 
plied to King Louis XI, who granted him 
permission to operate on a criminal con- 
demned to be hanged. 

It is interesting to note that this historic 


*Guiteras: “The Evolution of Urology.” N. Y. 


Med. Jr., Oct. 11, 1902, who has been freely 


quoted. 
"Fisher: Annals of the Anatom. Surg. Soc., 


1880. 


e 


YOUNG: THE RENAISSANCE OF UROLOGY. 


operation which was carried out in the pres- 
ence of the king, was performed in the church 
yard. The patient showed great fortitude, 
was well in two weeks, and saved his own 
life, besides saving the lives of future gen- 
erations by securing this operation to sur- 
gery. 

Colot was decorated by the king, appointed 
the royal lithotomist, and became the father 
of a family who furnished France with its 
chief lithotomists for three hundred years. 
Although medical men, they kept the secret 
to themselves just as the Norcions had done, 
and were consequently reviled by the rest 
of the profession until Francois Colot. the 
last of the family, gave the secret to the med- 
ical world in 1727. 

The general surgeons seemed unable to 
make a success of lithotomy, which was still 
the gravest and most difficult operation in 
surgery, so that again non-medical operators 
flourished—the chief of whom was a monk 
named Frere Jacques, who, marvelous to re- 
late, invented and introduced the lateral 
operation for stone, which requires far more 
precision and expert knowledge of anatomy 
than the median operations, previously used. 
The story of Frere Jacques, his meteoric rise 
at court, the crowds that assembled to see 
his lightning-like procedures, his admission 
to the great hospitals of Paris over the pro- 
test of the surgeons, and his final departure 
in disgrace because most of his patients died, 
is one of the most thrilling histories of sur- 
gical literature. 

Although discredited in Paris, he evident- 
ly flourished elsewhere, as he is said to have 
cut more than five thousand for stone, and 
often to have operated upon sixteen patients 
in one afternoon. He died in 1720, and his 
operation, perfected by the great English- 
man, Cheselden, is notable as being based on 
the finest anatomical principles, in that it 
avoids injury to such important structures 
as the external sphincter, the cavernous tis- 
sues of the bulb, and the crura of the penis, 
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thus preventing incontinence and sexual im- 
pairment. 

To this day the non-professional lithoto- 
mist exists in the East, and even in Scotland 
only a century ago, Mr. Adams stated that 
“there was an old miller who was very fa- 
mous for cutting persons for the stone.” For 
some inexplicable reason the major things in 
surgery were largely left for uneducated 
operators; even Ambroise Pare was a black: 
smith. Pare learned lithotomy from one of 
the Colots, and was one of the most accom- 
plished in its performance. 

My prolixity on this subject is due to my 
desire to point out surgery’s debt to the 
ancient and mediaeval urological specialists 
who, almost alone, kept going the flame of 
major surgery when the forces of religious 
and medical superstition would have extin- 
guished it. Indeed, it was not until John 
Hunter came that the solid foundations of 
scientific surgery were laid. It is interest- 
ing to note that at that time there were only 
two great surgeons in England, William 
Cheselden and James Douglas, both of whom 
owed their reputations chiefly to their opera- 
tions for stone. Hunter became the pupil of 
one of these, Cheselden, the author of the 
present “lateral operation for stone,” which 
he was able to perform in 54 seconds. 

It is probable that this association with 
Cheselden, the foremost urologist of his day, 
inspired Hunter to undertake his masterly 
researches on genito-urinary diseases, and to 
collect at such great pains the wonderful 
specimens of urinary disease, particularly 
of calculus, enlarged prostate and kidney, 
which form the most striking and valuable 
part of the pathological work left by him. 
It is very evident, from a study of the clini- 
cal works of Hunter, that his private practice 
was largely genito-urinary in character. 
It was Hunter’s practice to admit young 
men into his home for a long period of 
years as private students of surgery, and 
it is not surprising to find that of these mer 
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who afterward became famous, and caused 
English surgery to rapidly eclipse the rest 
of the world, the majority were particularly 
interested in genito-urinary surgery. I need 
only refer to John Abernathey’s celebrated 
treatise on syphilis, Sir Astley Cooper’s 
classic book on the testicle, Sir Everard 
Home's two volumes on the hypertrophied 
prostate gland, and James Wilson’s anatomi- 
cal researches on the external urethral 
sphincter. 

The history of urology in France, during 
the eighteenth and nineteenth centuries, 
comprises, as in England, the names of al- 
most all the celebrated surgeons—for here 
again it was the most difficult and danger: 
ous surgery performed. Commencing with 
Guy de Chauliac, we find Collot, Pare, Di- 
onis, Le Dran, Desault, Dupuytren, Nelaton, 
Chopart, Civiale, Leroy, Hourteloup, Mer- 
cier, Maisonneuve, Guyon, Pousson and A]- 
barran. The most important invention of 
this time was that of stone crushing by 
Civiale in 1818. This was further developed 
by Leroy, Hourteloup in France and_ by 
Thompson and Weiss in England. Mercier’s 
work on obstruction at the vesical neck, 
and the ingenious instruments he devised 
were of great importance; but to Civiale 
first, and later to Guyon, the medical pro- 
fession owes most of the solid foundation of 
urology, upon which so wonderful a super- 
structure has lately been reared. 

Sir Henry Thompson in England, a bril- 
liant pupil of Civiale, pursuing the careful 
research methods of John Hunter in anatomy 
and pathology, did more, perhaps, than any 
one man in the nineteenth century to bring 
urology into the very forefront of surgery, 
and to inspire men to devote their lives to 
this special branch. 

While the school of Thompson in England, 
and that of Guyon in France, were increas- 
ing in vigor and force in the latter part of 
the last century, America and Germany had 
awakened, and were fast becoming powerful 
factors in a rapid advance. 
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Early in the past century America de 
veloped a remarkable coterie of lithotomusts. 
The greatest of these was Dudley of Lexing- 
ton, Kentucky, who had the remarkable rec- 
ord of 207 cases with only six deaths—1 in 
34 1-2, or less than 3 per cent. Valentine 
Mott, the greatest New York surgeon, had 
seven deaths in 162 cases, and Nathan R. 
Smith, of Baltimore, three deaths in forty-five 
eases. The total for the United States, as 
collected by Gross in 1850 was 851 cases with 
only one death in twenty, whereas in Europe 
the proportion of fatalities was one in five, 
according to Coulson. Dr. Rodman informs 
me that Dudley had one series of 100 litho- 
tomies without death—the best record in the 
world. 

The greatest of all American surgeons, 
Samuel D. Gross, was himself a great lith- 
otomist, and his principal work, “Diseases 
of the Bladder Prostate and Urethra,” pub- 
lished in 1850, still ranks as a great classic. 
Although a professor of general surgery, and 
a prolific writer on many subjects, his most 
brilliant work was in urology, and he may 
really be said to be the father of American 
urology, though VanBuren and Gouley, and 
later Otis and Keyes, of New York, and 
Bigelow, of Boston, exerted a more continu- 
ous influence. These men were the peers of 
the European urologists, and by their very 
original contributions soon placed America 
in the forefront. Bigelow’s classic researches 
on lithotomy challenged the admiration of 
the world and revolttionized the treatment 
of vesical caleulus. Each of these men sur- 
rounded himself with ardent young fellows 
who have since formed the New York, Bos- 
ton and Philadelphia “schools” of urology. 

Austro-Germany lay dormant during this 
period of gveat activity in England and 
France until the latter part of the last cen- 
tury, when Simon, at Heidelberg, began his 
epoch-making work on the kidneys. A young 
woman with a ureteral fistula appealed to 
him for relief. The only possibility of cure 
lay in removing the kidney, but no one knew 
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whether life with only one kidney were pos- 
sible. Could the repair of the renal artery 
ligated so close to the great aorta stand the 
pressure after absorption of the ligature? 
Might not emboli or peritonitis bring on 
early death? No one knew. In order to find 
out, Simon nephrectomized thirty dogs, and 
thus not only put the operation on a sound 
basis, but led the way to animal experimenta- 
tion, which has revolutionized surgery in 
recent years (another debt of surgery to 
urology). The operation was then carried 
out on the patient with perfect success in 
July, 1869. The great Bruns carried out the 
same procedure two years later with fatal 
result, and the next patient of Simon him- 
self lost her life. The tragic story of this 
case is so beautifully told by Pilcher,’ that 
I cannot refrain from giving it again. 

The patient was a brave little woman of 
Savannah, Georgia, who was sent across the 
Atlantic to Simon to be cured of a calculus 
pyonephrosis. All previous authority had 
condemned such a procedure; never before 
had it been attempted; not until the opera- 
tion was happily finished did the apprehen- 
sion leave him that he (Simon) might yet 
find himself confronted by the conditions 
which his. predecessors had described as un- 
surmountable. For three weeks the conva- 
lescence proceeded without disturbance, and 
the wound had contracted until it was now 
insignificant. Simon, however, shared in 
that spirit of the older surgeons which 
prompted them to examine the cavity with 
their own fingers. They called the practice 
training their “tactus eruditus.” No un- 
fortunate patient could have a cavity opened 
or a wound made without the bystanding 
surgeons being invited to put their fingers 
into it—the omission was a breach of pro- 
fessional courtesy. The boldness and en- 
terprise of this Heidelberg surgeon had car- 
ried him further than most surgeons. He 
had passed his hand and forearm through 
the anal sphincter, and along the large in- 
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testine until he could feel the kidneys and 
liver of his patient; he had made a practice 
of dilating the female urethra with his fore- 
finger, which he carried into the bladder and 
by it guided a catheter into many a ureter 
(thus becoming the first to do ureter cathe- 
terization). Where his fingers had been pre- 
vious to his approach to the bed of his now 
fully convalescent nephrectomized patient on 
this her twenty-first morning after the opera- 
tion, who can say? The vexed question of 
antiseptics, rubber gloves and surgical clean- 
liness had not yet begun to trouble the sur- 
gical mind. So much the worse for this lit- 
tle woman from Georgia, and her dreams of 
future health. As the dressings were being 
changed the temptation to explore was too 
great and in went his finger. Within a few 
hours came a chill and fever. For ten days 
the battle between the body cells and the in- 
vading microorganisms continued, and then 
death! 

Had Simon only heeded Lister, who four 
years before had published his great work 
on antisepsis (1867), the result might have 
been different. A similar fatal case of neph- 
rectomy for calculus at the hands of the 
great Von Bruns put an end to kidney sur- 
gery for some time, and as late as 1879 Pil- 
cher was able to find only fifteen cases in the 
literature. But Lister’s teachings had at 
last found an audience, and renal surgery 
was among the first of the great fields of 
major surgery to feel its influence. In 1885, 
Samuel D. Gross, in one of the most master- 
ly clinical analyses ever made, collected 450 
different operations on the kidney and placed 
the whole subject on an enduring basis. 

The next great advance in urology came 
from Austria—I refer to the invention of 
the cystoscope by Nitze in 1876. This in- 
strument, which could not be perfected until 
Edison in 1879 brought forth the incan- 
descent electric bulb, has not only revolu- 
tionized urology and brought it from dark- 
ness into light, but also has done more than 
any one invention to stimulate exactness in 
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diagnosis and the use of electricity in medi- 
cine. 

Truly marvelous are the instruments which 
followed in steady succession. The ureter 


_ eatheterizing cystoscope, the operating cys- 


toscope, the photographic cystoscope, the 
stone-crushing cystoscope, the fulgurating 
cystoscope, the rongeur cystoscope, the cau- 
terizing cystoscope, the urethroscope, the bar- 
excising endoscope, the laryngoscope, oto- 
scope, gastroscope, proctoscope, and electric 
ophthalmoscope need only to be mentioned 
to indicate the tremendous activities which 
have been evoked by the development of the 
first cystoscope. In this great advance the 
genius of Germany and America have shared 
honors about equally. The great desidera- 
tum, catheterization of the ureters in the 
male, which had been looked forward to long- 
ingly but vainly for generations, was finally 
accomplished by an American, my predeces- 
sor at the Johns Hopkins Hospital, Dr. 
James Brown; and another American, How- 
ard A. Kelly, made ureter-catheterization in 
women possible and easy and led to the bril- 
liantly rapid evolution of renal and ureteral 
surgery, which immediately followed. Time 
will not permit me to do justice to other 
American confreres who have done so much 
for this subject—Tilden, Brown, Otis, Bel- 
field, Koch, Valentine, Lewis, Buerger, Me- 
Carthy, Squier and others. 

It is important, however, that I refer to 
the great diagnostic methods that have been 
evolved as a result of the ureter catheterizing 
cystoscope. The mere separation of the se- 
cretions of the two kidneys was a great step 
in advance, enabling one to recognize the 
diseased kidney, to discover early tubercu- 
losis, unilateral hematuria, and with the de- 
velopment of the X-ray and pyelography va- 
rious hitherto unrecognizable lesions. But it 
did not offer sufficient evidence concerning 
the other kidney. It did not remove the old 


dread that the remaining kidney might be 
unequal to the task of sustaining life when 
its fellow had been removed. For almost 
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twenty years surgeons have been searching 
for an ideal functional test of the kidneys, 
and various drugs, generally dyestuffs, have 
been brought forward. Casper and Richter, 
who introduced the phloridzin test, deserve 
great credit for impressing upon the profes- 
sion the need of functional tests, although 
their phloridzin test proved unsatisfactory. 
The ideal test seems to have been discovered ; 
I refer to the phenolsuphon-phthalein test, 
the result of the work of four of my confreres 
on the Johns Hopkins faculty. Professor 
Remsen who discovered the drug, Professor 
Abel who showed that it was almost entirely 
eliminated by the kidneys, and Dr. Rown- 
tree and Dr. Geraghty, who proved its clini- 
cal value by a great series of experimental 
and clinical researches. 

Thanks to this splendid example of co- 
operative and consecutive effort between va- 
rious departments, we now have an accurate 
method of determining factors of safety in 
renal surgery, and are in a position to know 
beforehand what should be done, and wheth. 
er it is safe to do it. 

A glance at the mortality figures during 
the past thirty years will show the trans- 
formation which the cystoscope, the ureter 
catheter and the functional test have accom- 
plished in kidney surgery. 

Gross, in his collection of 450 cases, found 
the mortality for nephrectomy for various 
diseases between 20 and 60 per cent. In 
America now it is between 1 and 5 per cent. 

The Prostate—The surgery of the pros- 
tate was even later in its development than 
that of the kidney. Although Covillard, in 
1638, removed an hypertrophied lobe, after 
perineal lithotomy, Sir Henry Thompson, 
whose researches on the anatomy and path- 
ology of the prostate are still classics of great 
value, stated as late as 1887 that successful 
prostatectomy was unknown. 

It is almost tragic to hear this great urolo- 
gist say: “I desire extremely to see such 
a result; I have on four occasions removed 
considerable portions of the prostate, but 
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I have traveled considera- 


without success. 
ble distances abroad expressly seeking it, 


but without succes.” But at the same time 
he wrote younger forces were at work, and 
as a result of the cumulative efforts of Bel. 
field (1887), McGill (1889), Goodfellow 
(1891) and Fuller (1894), prostatectomy be- 
came an established operation. 

More accurate methods based on anatomi- 
cal landmarks and pathological studies have 
greatly improved the perineal operation, so 
that the mortality rate, which was 15 per 
cent twenty years ago, has fallen to about 
3 per cent for conservative perineal prostat- 
ectomy at our clinic. In a recent study of 
775 cases, I found 30 deaths, or 3.8 per cent. 
Only eight deaths. occurred within the first 
week after operation and ten after a month. 
These figures show how benign prostatec- 
tomy can be. 

Careful study of cases, particularly as re- 
gards the kidneys, has had even more to do 
with a lowering of the death rate than a 
carefully planned anatomical operation. An 
early recognition that a large residual urine 
was a danger signal, especially if the pa- 
tient had never been catheterized systemati- 
cally, enabled us to so reduce the operative 
risk that it was possible to operate upon 
128 consecutive cases without a death. Now 
that we have shown that the phthalein test 
gives an accurate index to the state of the 
kidneys, a means of determining when the 
operation may be safely performed is at 
hand, and with careful preparatory catheter 
treatment makes it possible eventually to 
operate on almost every case. One of our 
recent cases was 93 years old. 

One of the most important urologic prob- 
lems of the day is cancer of the prostate, 
which is now known to occur one-fourth as 
often as hypertrophy. It evinces itself in 
early cases as a localized very hard area in 
the posterior portion of the prostate, and, 
if routine rectal examinations were made, 
many early cases of cancer of the prostate 
would be detected. Ten years ago it was sup- 
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posed to be beyond surgical relief. Now we 
have a well-established radical procedure, in 
which, although the whole of the prostate, 
the seminal vesicles and the neck of the blad- 
der are excised, the anastomosis between 
bladder and stump of membranous urethra 
can be so effectively made that neither stric- 
ture nor incontinence follows. 

We have now apparent cures in ten cases 
of cancer of the prostate, most of them over 
five years, and one of ten years’ duration— 
the percentage of cure being about sixty-five. 
I predict a great future in cancer of the 
prostate. 

Time does not permit to mention more 
than a few of the conquests of urology, but I 
must say a word in regard to the epoch- 
making advances that have been made in the 
treatment of vesical tumors. Even five years 
ago all statistics of results after operative 
excision of bladder tumors, both benign and 
cancerous, were so bad that Watson was 
boldly proposing cystectomy—complete re- 
moval of the bladder for all bladder tumors. 
The remarkable results obtained by Nitze 
with his cystoscopic cautery snare had been 
lost sight of. Then came Beer’s report on 
the use of the high frequency electric spark 
which causes most papillomatous tumors to 
disappear as by magic, and the statistics of 
results were transformed. When one sees a 
bladder half-filled with sessile papillomata, 
each the size of a small walnut, become nor- 
mal with not even a scar to show the site, one 
realizes that a wonderful therapeutic agency 
has been discovered. 

Radium, too, is a force of marvelous power, 
the limits of which are little known, but 
which occasionally works seeming miracles. 
We have been using radium by means of spe- 
cial radium-carrying operative cystoscopes, 
in conjunction with the high frequency treat- 
ment of vesical tumors, and prostatic car. 
cinomata with really promising results. 

The surgery of the seminal vesicles has 
also made rapid strides. Fuller deserves 
much credit for the arduous way in which 
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he has finally impressed upon the medical 
profession the important role of chronic in- 
fections of the seminal vesicles and prostate 
in the cause of rheumatism, arthritis and 
heart disease. His operation of drainage of 
the seminal vesicles has accomplished won- 
ders in curing hitherto intractable rheumatic 
infections. Recent improvements of the 
perineal prostatectomy technique have been 
applied to vesiculotomy and vesiculectomy 
and made them accurate procedures under 
visual direction, and have removed all guess 
work. I have extended this, operation re. 
cently to the complete excision of tubercu- 
losis of the seminal tract with the result 
that it is now possible to remove entirely 
great tracts of tubercular infection, which 
were previously beyond surgical relief, and 
with the same splendid results which have 
followed nephrectomy for tuberculosis. It 
is no longer necessary to relegate these suf- 
ferers with seminal tuberculosis to a life of 
slow torture and ultimate death, for many 
will get well after excision of the entire in- 
fected genital tract, just as nephrectomy and 
uterectomy has been shown to cure tubercu- 
losis of the urinary tract. 
Litholapaxy, which was the great contri- 
bution of America over a quarter of a cen- 
tury ago, has been simplified and facilitated 
by the invention of the evacuating lithotrite 
of Chismore, and the addition of the cys- 
toscope has now made it possible to crush, 
evacuate, cystoscope and pick up a remaining 


fragment, all with one introduction of the. 


instrument. The use of the median bar ex- 
cisor or “punch” makes the cure permanent 
by removing the small bar or contracted ves- 
ical orifice, which has in the past been such 
a fertile cause of calculus recurrence, 

I have already referred to the marvelous 
array of cystoscopic instruments which have 
been invented. It is now possible with the 
catheterizing cystoscope not only to collect 
the separated kidney urines, but to dilate 
strictures of the ureter, to facilitate the pas- 
sage of calculi or even fracture them by elec- 
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trical ureteral sounds, and to fill the ure- 
ters and kidney pelves with thorium nitrate, 
and thus obtain X-ray photographic demon- 
stration of various lesions which were for- 
merly hidden. The operative cystoscopes 
make possible the removal of cysts, tumors, 
specimens, foreign bodies and prostatic lo- 
bules; the division of strictured ureteral ori- 
fices and the removal of small calculi from 
the ureteral ends and from diverticula. Urol- 
ogy possesses unquestionably the most beau- 
tiful diagnostic instruments and laboratory 
methods in the entire field of medicine and 
surgery. But what has brought about this 
splendid achievement of accurate diagnoses 
and skillful operative relief? First the fact 
that high-class surgical work requires high- 
class mechanical and technical men, and, if 
possible, personal training and skill in such 
by the operators themselves. With the me- 
chanical talent, ability as draughtsmen to 
convey one’s conceptions and ideals goes 
hand in hand, and a survey of the literature 
shows many remarkable instances in which 
mechanics or art or both were developed to 
a marked degree in the great men of medical 
science. I need mention only a few: -Vesa- 
lius, the father of anatomy; Anbroise Pare, 
the father of surgery; Karcher, the inventor 
of the microscope; Cheselden, the great 
English surgeon who designed Putney 
Bridge; Scarpa, Heule, His, Charles and 
John Bell, Leidy and Lister, all of whom 
illustrated their own works with beautiful 
drawings; Charcot, the great neurologist, 
and Seymour Hayden, one of the greatest 
painter-etchers of all time, as well as a great 
surgeon. 

Urology, probably more than any other 
specialty, owes much to mechanics and art 
in her devotees. The four moderns who have 
done most to develop the science are Nitze 
(“der grosse Techniker’”), Henry Thompson, 
Henry J. Bigelow and Felix Guyon. All of 
these epoch-making men were great mechan- 
ics, inventive geniuses and idealists, whose 
spirits were never satisfied witii existing or- 
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der, but constantly strove for perfection of 
detail as well as broad advancement in the 
field. 

The second factor in the modern advance- 
ment in urology has come about as a re- 
sult of closer cooperation between clinic and 
laboratory, for there is no branch of sur- 
gery which offers greater field and oppor- 
tunity for varied laboratory work than urol- 
ogy. 

A recognition of this fact led us, when pre- 
paring the plans of the James Buchanan 
Brady Urological Institute in Baltimore, to 
provide a most varied assortment of labora- 
tory and research facilities, presided over by 
well-trained whole-time men. Not only were 
laboratories for pathology, bacteriology and 
clinical microscopy provided, but also for 
chemistry, physics and animal experimenta- 
tion, with a well-equipped machine shop to 
make new apparatus and surgical instru- 
ments. The men presiding over these scien- 
tific activities have been called from various 
universities, and an internist, to work on 
borderline subjects between medicine and 
urology in both a clinical and experimental 
way, also devotes himself to the institute. 

This close cooperation between scientific 
and clinical staffs has already proved of in- 
estimable value, and the free discussion of 
the problems has been of much mutual help 
and inspiration. 

All surgery has become so prefect in tech- 
nical detail that advancement in the future 
will come from researches in the broader 
fields of chemistry, physiology and experi- 
mental medicine and surgery, but these can 
only be very fruitful when closely associated 
with the clinical work, and when the clini- 
cians themselves become laboratory men and 
experimentalists. Such it has been our 


effort to provide for with the belief that 
urology furnishes a most fertile field for re- 
search, and the full expectation that it has 
a most brilliant future ahead of it. 
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THE STERILE WOMAN.* 


By F. Wess GrirritH, M.D., F.A.C.S., 
Asheville, N. C. 


We are prone to believe that medicine is 
becoming an exact science; that the progress 
made in the past fifty years is marvelous. 
True it is that we are advancing and that 
many of the mysteries of yesterday are clear- 
ly understood today. Yet how much we still 
believe and teach, not because it can be 
proven or because it is based upon scientific 
investigation, but simply because it has 
been handed down from generation to gen- 
eration and accepted with a blind faith. 

There is probably no other gynecological 
condition, the diagnosis and treatment of 
which is more empirical than that of steril- 
ity. 

I dare say that most of us think of the 
pin-point os first as the great cause of steril- 
ity, and dilatation and curettage as the one 
therapeutic measure. 

My object today is not to present anything 
new but simply to call attention to some of 
the common causes of sterility which are 
usually overlooked, and the methods of treat- 
ment. 

In the past few years there have ap- 
peared articles by Dr. Edward Reynolds, of 
Boston, which seem to treat this subject 
more thoroughly than any others I have 
seen. I have Dr. Reynolds’ permission to 
quote freely from these articles. 

At the outset we must distinguish be- 
tween absolute and relative sterility. By 
the former we mean where there is not the 
slightest possibility of the patient becoming 
pregnant; for example, congenital absence 
of the uterus or ovaries; also following hys- 
terectomy or double oophorectomy. With 
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such cases this paper, of course, does not 
deal. Relative sterility includes those cases 
caused by some impediment which may be 


‘relieved. We may also make a classification 


of primary sterility where there are no chil- 
dren, and secondary sterility where there 
have been one or more children and then 
sterility due to some disease manifesting 
itself after the birth of the last child. For 
instance, if, just after marriage, a woman 
is infected with gonorrhea with a resulting 
salpingitis, and she has no children, she is 
primarily sterile. If, on the other hand, as 
so frequently happens, she has one child and 
then gonorrheal infection prevents further 
conception, she is secondarily sterile. 

Many women become pregnant but abort 
before full term, so although they do not 
have children they cannot be said to be 
sterile, for conception takes place. It has 
been estimated that the male is responsible 
for the sterility in 30-40 per cent of non- 
fertile unions. 

There may be no spermatezoa, azoosper- 
mia; a few slightly motile ones, oligosper- 
mia, or dead ones, necrospermia. 

There may be few or no spermatezoa at 
one examination and a fair number at other 
times, so that one negative examination 
should not suffice. When a large number of 
active spermatozoa are found, our atten- 
tion can be turned to a more careful exami- 
nation of the female partner. <A review of 
the gross and obvious causes of sterility will 
be omitted, as the object of this paper is to 
discuss that large group of cases in which 
on superficial examination the general prac- 
titioner can detect nothing abnormal. The 
spermatozoa in their normal habitat live 
in an alkaline medium. When suddenly they 
are deposited into the acid secretions of the 
vagina, there is a fight for life. 

Normally the secretion of the vagina is 
very slight in amount and is largely neutral- 
ized by the alkaline semen before the acidity 
has had time fo prove fatal to the sperma- 
tozoa. We can also easily imagine each 


spermatozoon surrounded by an albuminous 
coating which protects it during its journey 
through the acid vagina until it is deposited 
into the alkaline cervical canal. If then 
the small amount of normal vaginal secre- 
tion be inimical, how much more so would 
be a larger amount of normal or a small 
amount of abnormal secretion. 

The vagina is also the outlet for the se 
cretions, both normal and abnormal, of the 
cervix, fundus and possibly also of the tubes. 
A large proportion of apparently normal 
women have leucorrhea, in some slight, in 
others profuse. At coitus this leucorrhea 
is undoubtedly increased, and I believe in 
many cases is sufficient by the mere me- 
chanical washing away to impede the en- 
trance of the spermatozoa into the cervix. 
If added to this there should be a mild in- 
fection, gonorrheal or otherwise, increasing 
the destroying power of the leucorrhea, the 
likelihood of conception would be still less. 
After the spermatozoa have overcome the 
vicissitudes of vaginal existence, they enter 
the cervical canal. As stated above, I do 
not believe the small lumen of the cervix 
is as great a hindrance as we are wont to 
imagine, for when we consider the size of 
a spermatozoon, it is hard to see how any 
canal large enough to permit the escape of 
the menstrual flow should be a barrier to a 
microscopic organism. 

In a retroverted uterus the cervix points 
downward and forward instead of down- 
ward and backwards, and it is possible or 
even probable that there is formed a 
sort of pouch behind the cervix where the 
semen is deposited and from which its en- 
trance into the cervix is difficult. Those 
of you who have done gynecological pathol- 
ogy will recall that the cervix is lined by a 
single layer of epithelium and contains 
glands of the same cellular structure. The 
secretion of these glands is normally a thin 
mucus just sufficient to lubricate the parts. 
Frequently it is profuse and occasionally 
is dammed back into the glands and forms 
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small cystic nodules termed ova Nabothii. 
If for any reason, usually infection, the se- 
cretion becomes thick and inspissated, the 
cervical canal is plugged and a most effi- 
cient barrier to the progress of the sperma- 
tozoa is formed. 

Although the gonococcus is the chief of- 
fender, almost any bacteria introduced from 
without may cause trouble. I firmly believe 
that tampons and other local treatments 
used in young girls frequently cause an 
endocervicitis with a resulting sterility. As 
the sterility is not manifested until after 
marriage, perhaps years later, the connection 
between it and the treatments is overlooked. 

Apparently the body of the uterus seldom 
interferes with the upward progress of the 
spermatozoon. 

Polypi or submucous fibroid large enough 
to fill the uterine cavity may offer some hin- 
drance. We have learned that chronic endo- 
metritis is at least, pathologically speaking, 
very rare, for owing to the good drainage 
an acute infection rapidly clears up without 
going into the chronic stage. However, we 
frequently see a hypertrophy of the endo- 
metrium with hyperplasia and dilatation of 
the glands, and we are led to believe that 
this may have a relation to sterility, not 


by interfering with the upward progress of . 


the spermatozoon but with the downward 
progress of the fertilized ovum. 

In other words, when the fertilized ovum 
descends into the uterine cavity this thick- 
ened endometrium fails to form a proper 
decidua, and thus apparently from lack of 
nutrition the ovum is cast off. 

Frequently this follows so soon after ferti- 
lization that the woman does not realize 
that she is pregnant. 

Malposition of the uterus is also an im- 
portant factor in abortion, possibly for rea- 
sons similar to those just given. 

The relation between myomata and steril- 
ity is very uncertain. We see so many 
cases of large myomata which have not in- 
terferred with repeated pregnancies, that 
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when we are seeking a cause for sterility 
and find a myoma we should not be too hasty 
to claim relationship. We are justified in 
supposing that a small submucous myoma 
would be more apt to interfere with impreg- 
nation or with the development of a ferti- 
lized ovum than would a larger tumor, in- 
terstitially or subperitoneally located. 

The tubes have long been recognized as the 
probable seat of trouble in many cases of 
sterility. 

The lumen of the tube is so small that 
even congestion of the mucosa would be suf- 
ficient to create at least a temporary if 
not permanent obstruction. 

Angulation from adhesions so delicate that 
they cannot be detected by bimanual exami- 
nation is very common. In some cases the 
tube is so twisted that it is almost impos- 
sible to pass the smallest probe and yet the 
distortion is not recognized until the ab- 
domen is open. 

We have all seen cases where there were 
fine cobweb adhesions about the fimbriated 
end, which did not interfere with the patency 
of the tube. Yet it does not require much 
imagination to suppose that this slight in- 
terference with the freedom of the tube 
might be amply sufficient to disturb that ac- 
curately balanced relationship between it 
and the ovary. Just what relation the ovary 
itself bears to sterility cannot be definitely 
determined. 


Chronic inflammation, the thickened 
tunica externa and the multiple cysts have 
all been blamed. 

A few years ago such ovaries were con- 
sidered a menace to health and were re- 
moved. Thus hundreds of women, relatively 
sterile were rendered absolutely so. Today 
the tendency is to treat them conservative- 
ly, and I believe as that tendency increases 
more women will become pregnant. 

Just a few words as to treatment. The 
general health of our patient should always 
be considered. Gross errors should be cor- 
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rected. The under-weight, anaemic woman 
should be built up. 

Abundant rest and in so far as possible 
a mental condition free from worry should 
be encouraged. 

Correct diagnosis is the first and indis- 
pensable step in successful treatment. 

Anything tending to produce or increase 
pelvic congestion should be strictly avoided. 
Too frequent sexual excitement, whether of 
physical or mental origin, should be dis- 
couraged. It is wise for the husband and 
wife to sleep in separate beds. 

A thorough disinfection of the vagina is 
usually indicated and can certainly do no 
harm. 

The vagina can be cleaned with green soap 
and water, and then with the patient in the 
knee-chest position, swabbed with tincture 
of iodine or one of the silver preparations. 

There should be a free passage through the 
cervical canal doing a plastic operation if 
necessary to maintain a good opening. 

In those cases where the cervical secre- 
tions are hard and tenacious, thorough 
swabbing of the canal with carbolic and 
alcohol,. or the application of the actual 
cautery, as advocated by Hunner for leucor- 
rhea, is advisable. 

In congested cervices with profuse leucor- 
rhea of normal appearance, depletion by 
tampons of glycerin or ichthyol and glycerin 
is indicated. As previously stated, chronic 
endometritis is an uncommon condition, and 
when it does exist it can be best treated by 
keeping the cervical canal patulous, provid- 
ing the uterus is in good position. 

I am not in favor of swabbing out the 
whole uterine cavity in a blind, haphazard 
way. Upon purely theoretical grounds 


I believe it is possible that in such manipu- 
lations sufficient reaction could occur to 
close off the minute openings of the tubes 
into the uterine cavity and thus make abso- 
lute sterility which might possibly have 
The sterilities of tubal 


been only relative. 
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and ovarian origin offer the greatest diffi- 
culties. 

In the absence of a definite lesion of the 
tubes or ovaries upon bimanual examination, 
I do not believe that a laparotomy, simply 
with the hope of finding a cause, is justi- 
fiable. If for any other reason the abdomen 
of a sterile woman be opened, then of course 
any abnormalities of the adnexa should be 
corrected upon the slight chance that it 
might relieve the sterility. 

I am only too well aware that I have pre- 
sented nothing new, but simply wish to im- 
press the fact that when we have casually 
examined a sterile woman and find no gross 
lesion, we are not justified in dismissing her 
with the assurance that her organs are per- 
fectly normal, or possibly doing a dilatation 
and curettage. 


DISCUSSION. 


Dr. G. L. Hunner, Baltimore, Md.—Dr. Griffith 
has very well said that this branch of medicine is 
changing rapidly from the empirical to the scien- 
tific stage. However, with any condition, that has 
so many factors that may play a part, we are 
bound, for a long time to come, to have a great 
deal of empiricism in our treatment. 

Dr. Griffith has been over the ground so well 
that I hardly feel justified in taking up much time 
to discuss the various phases of sterility. I would 
like to emphasize, however, the great error that 
we have been in as a profession. for many years 
past. If I could impress that one phase on this 
body of general practitioners, and surgeons, I 
should feel that my discussion was worth while. 
I, as a gynecologist, see women so often who have 
had repeated operations to cure them of sterility. 
Perhaps been sent from one clinic to another, or 
from practitioner to practitioner, and not infre- 
quently have had two or three curettings before I 
see them; sometimes a suspension of the uterus 
and various other gynecological operations. On 
inquiry I find that the conditions of the patient’s 
husband as regards spermatozoa has never been 
investigated. It seems to me just a little short 
of criminal for us to continue in that sort of prac- 
tice. 

When Dr. Griffith said that we now recognize 
that sterility is due to the male in 30 to 40 per 
cent of cases. Dr. Miller, of New Orleans, said: 
“That is rather high, isn’t it?” I believe that our 
figures are getting higher as we investigate the 
male more often. I should find, I think, between 
40 and 50 per cent in which the sterility is due to 
the male, or in which the male is sterile. 

Of course we, in the large cities, have patients 
come from a distance for treatment for sterility, 
and it is not convenient to get a specimen from 
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the husband for examination. I think if we can 
find some error in the woman’s condition, we are 
probably justified in doing something for the wom- 
an, and we should get a reliable certificate from 
someone that we know concerning the husband’s 
spermatazoa. It does not do to say that the hus- 
band has been examined and has been found O. K. 
You know how prone we are to be human, and 
physicians are sometimes rather careless and not 
always scientific about their investigations. Be- 
cause the husband says that he has not had gonor- 
rhoea or diseases of the genitals, and because he 
looks well, is no indication whatever that he is 
fertile. 

So I would like to emphasize that one point: 
that we should never dilate and curette a woman 
or do any operation for her without finding out 
the condition of the husband, unless she has some 
very gross condition that seems to be the cause of 
sterility. 

I see many women whose chances of fertility 
are far less because they have had a dilation and 
curettage. In these cases I make a practice never 
to curette unless the patient has profuse bleeding, 
when curettage would give material for a diagno- 
sis and possibly help the condition. The curettage 
does harm, scratching the mucous membrane, and 
unless you leave gauze or something to keep the 
bare walls of the uterus apart, the uterus walls 
grow together, and the woman has a stenosis, 
which leaves her less liable to become pregnant 
than she was when she came. 


Dr. A. S. Miller, New Orleans, La.—I am thor- 
oughly in accord with what the doctor has said, 
and will speak a few words on the treatment. We 
are now, I believe, going to the other side of the 
question and stating that the cervical diseases 
have very little to do with it, or that the percent- 
age is much less than we formerly thought. I 
think not. I think if you rule out ovarian disease 
or fibroids that we find malformation. For the 
past four years I have been using the extra-ute- 
rine stem, and have been able to relieve such a 
large body of selected cases that I am receiving 
better and better effects. I know one or two cases 
that have had amenorrhoea from this curetta~e. 
They may have a faulty mucous membrane to be- 
gin with, and you do harm in those cases and ren- 
der the woman positively sterile. 

I have been using the Baldwin-Gears stem. It 
fits up to the body of the cervix, does not extend 
to the vagina, and it settles the trouble, in the ma- 
jority of cases, where there is ovarian disease. 

Dr. C. E. Cantrell, Greenville, Texas.—Just one 
class of cases I would like to speak about: The 
cases due to infection inside of the abdomen that 
are not gonorrhoeal infection. Gonorrhoea has 
been blamed a good many times, and it does stop 
up the tubes, but there are other ways to render 
a woman sterile besides stopping the tubes. The 
class of cases I wish to call attention to are those 
who have chronic appendicitis with extravasation 
from the bowel, making localized peritonitis down 
behind the uterus, the lowest portion of the peri- 
toneum will become inflamed and this infection 
will spread out over the peritoneum and ovaries 
and render it so thick you get multiple cysts of 
the ovary. 

You know girls don’t die with appendicitis 
nearly as often as boys, because infection in the 


female pelvis will be taken care of much better 
than in the male pelvis. A girl has appendicitis 
for years and gets married and is sterile. She 
had better be operated upon for the old appendi- 
citis and remove the degenerated portion of the 
ovaries, and I have seen them become fertile. 


INTRACRANIAL HEMORRHAGE DUE 
TO TRAUMATIC RUPTURE OF ARTE- 
RIA MENINGEA MEDIA—REPORT 
OF SIX OPERATED CASES WITH 
ONE DEATH.* 


By Lucian H. Lanpry, M.D., F.A.C.S., 
Assistant Demonstrator of Operative Sur- 
gery; Instructor in Clinical Surgery, 
Tulane University; Junior Sur- 
geon, Touro Infirmary, 
etc., etc., 

New Orleans, La. 


It has been my good fortune recently to 
see six very severe cases of intracranial hem- 
orrhage, with cerebral compression, asso- 
ciated with injury to the middle meningeal 
artery, in which prompt surgical interven- 
tion was carried out and rewarded with the 
most gratifying results to both the patient 
and the surgeon in all the cases except one 
(Case 5).7 

The history of cerebral compression, from 
the point of view of its origin, its seat and 
mechanism, was for a long time neglected. 

Malgaigne and Gosselin even professed 
that the lesion had no special symptom com- 
plex, contrary to L. J. Sanson, Nelaton and 
Chassaignac, who admitted that the char- 
acteristic sign of compression from an extra- 
dural hematoma was a hemiplegia of the 
opposite side. 

The surgery of these hematomata was 
practically unknown and the anatomical le- 
sion was only described in treatises on path- 
ological anatomy and possessed for the clin- 
ician scarcely more than an academic in- 
terest—until Gerard Marchant published 


*Read in Section on Surgery, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, November 8-11, 1915. 
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the results of his original research in a 
memoir, “Sur les dechirures de l’artere men- 


‘ingee moyenne,” which appeared in the 


Revue de Chirurgie, Paris, in 1880, and fol- 
lowed the year after by his inaugural thesis, 
“Des epanchements sangine intracraniens,” 
which are now recognized as epochtual con- 
tributions to the literature of the subject. 


Case I. 


The subsequent publications of Tillaux, 
Duplay, P. Vogt, Wiesmann, Formad, Rob- 
erts, Gross,, Jacobson, Nancrede, Steiner, 
Plummer, Kronlein and others, too numerous 
to mention, not only confirmed Marchant’s 
fundamental work, but molded and devel- 
oped this most interesting phase of cranial 
surgery to its present phase of clinical lu- 
cidity and technical efficiency. 

In 1880, Marchant stated: “The intra- 
cranial hemorrhages are observed frequently 
enough in fractures and other injuries of the 
skull; they constitute a complication of skull 
traumatisms accompanied by definite and 
precise symptoms, so much so, that a clear- 
cut clinical picture is presented which fur- 
nishes the basis of an equally well defined 
and efficient therapeutics.” It is to Mar- 
chant’s lasting credit that this “clinical pic- 


ture” and “well-defined therapeutics” were 
recognized and brought to light out of the 
shadows that hung over and darkened this 
phase of cranial surgery in his day. 

Bayard Holmes, in opening his chapter on 
Compression of the Brain Due to Traumatic 
Rupture of the Middle Meningeal Artery, 
says: 

The surgery of the brain is generally mourn- 
ful and discouraging, but here comes almost the 
only exception. This complication or result of 
both simple and compound fractures of the vault 
and of the base of the skull is of the greatest clin- 
ical importance. Its importance is due to the 
terrible danger in which the patient is placed 
and to the unfailing relief which follows prompt 
diagnosis and rational treatment. Otherwise, 
nearly all such cases die of what appears at first 
to be possibly a trivial injury—or, if they live, 
they suffer permanent impairment of the function 
of the side of the brain compressed, and what is 
worse, a most disastrous numbing of the intellec- 
tual faculties. It is in this respect analogous to 
incarcerated hernia or intussusception, which de- 
mands unerring diagnosis and immediate surgi- 
cal treatment. No time can be lost. 

In a few cases, hardly as many as one- 
tenth of all ruptures of this artery, the hem- 
orrhage stops, the symptoms of compression 
partially subside and the patient continues 
to live. These cases cannot be called recov- 
eries. The damage done to the brain is irrep- 
arable, the strength of the paralyzed side 
never completely returns. The _ psychic 
symptoms are often melancholy, and the in- 
tellectual impairment most deplorable. 

Cushing estimates, from a large number of 
records, that 90 per cent of these meningeal 
apoplexies prove fatal if unrelieved surgical- 
ly, sixty per cent of them dying in the first 
twenty-four hours. Of a large series of oper- 
ated cases, 67 per cent recovered, a percent- 
age which would be much larger were it pos- 
sible to secure prompt intervention before 
the onset of medullary symptoms, in the pa- 


*Three of these cases appeared in my own prac- 
tice, while two cases were operated by Dr.. R. 
Matas, in which it was my privilege and pleasure 


‘to assist, and the other operated by Dr. R. E. 


Stone, to whom I extend my thanks for the priv- 
ilege of incorporating their cases in this report. 


2 
np 
— 


LANDRY: 


tients in whom the extravasation takes place 
rapidly. 

A study of the statistics of intracranial 
hemorrhages pleads eloquently in favor of 
operative intervention in these cases. In 
257 cases contained in the memoirs of Wies- 
mann, 147 were treated expectantly and 110 
by trapanation—with 16 cures and 1381 
deaths by the expectant method, against 74 
cures and 36 deaths by operation. Custodis 
contributes 108 operated cases, with 86 re- 
coveries and 22 deaths, a mortality of 20.37 
per cent. Nancrede reported 40 operative 
cases with 24 successes and 16 deaths. Berg- 
mann, at the fourteenth German Congress, 
spoke of 22 cases trephined for cerebral com- 
pression due to rupture of the middle menin- 
geal artery with 20 successes; this is an ex- 
cellent record, and in itself should be most 
convincing that the operative procedure is 
the only procedure that should be considered 
in this class of cases. 

The great majority of extradural hema- 
tomata occur under the lateral aspect of the 
skull, and, more particularly, in the tem- 
poral region. The extravasations are more 
or less circumscribed, for only when one 
of the main branches of the vessel or the 
trunk itself has been injured, will there be a 
widespread escape of blood. The terminal 
twigs of the artery, inasmuch as they do not 
deeply groove the bone, and have but slight 
communication with its inner surface, are 
rarely the source of extensive bleeding. 
Kocher has divided the phenomena attending 
compression into four groups, dependent 
upon the circulatory disturbance reached by 
the abnormal intracranial pressure. The 
first group of symptoms correspond to a mild 
grade of compression, the cerebrospinal fluid 
is driven out of the ventricles, moderate ve- 
nous stasis results; the symptoms are mod- 
erate, a mild headache is about all that is 
noticed. The second group of symptoms cor- 
respond to a greater venous stasis; less blood 
flows to a part; headache, vertigo, restless- 
ness, excitement and delirium may exist. The 
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face may be slightly cyanotic, if the venous 
stasis is at the medulla, then, a slowing of 
the pulse will be noticed. The third group 
of symptoms correspond to the anemia of the 
btain. The high tension pulse is noticed as 
the compensatory vasomotor mechanism 
acts. The pulse rate is slow, optic disk 
choked, facial cyanosis marked, respiration 
is stertorous. The fourth group corresponds 


Case II. 


to the failure of the arterial compensation. 


The action of the heart and lungs becomes 
irregular, the pupils dilate, pulse becomes 
rapid, coma increases and death occurs. 

Slight hemorrhages do not cause symp- 
toms of compression, neither do slight de- 
pressions of the cranial bones. Before 
symptoms of compression appear the cranial 
contents must be impinged upon to a very 
considerable extent. On the other hand -it 
has been demonstrated by experiments that 
a clot between the dura mater and _ bone, 
equalling one-twelfth the cavacity of the era- 
nium, will produce coma and death within 
a few hours. (Ashurst.) 

FE. Vincent states that a traumatism of 
the temporo-pparietal region produces a frac- 
ture of stellate shape, usually with several 
triangular fragments which are driven into 
the cranial cavity. The dura mater is 
pushed back and one of the branches of the 
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middle meningeal artery may be torn by the 
point of one of these fragments. The blood 
escapes between the skull and dura mater, 
which may be crowded back in the “detach- 
able zone” (first described by Gerard Mar- 
chant), and the outcome is an extradural ex- 
travasation, often large enough to threaten 
the patient’s life. 


Case IIT. 


According to Scudder the sources of in. 
tracranial hemorrhage, whether from the 
middle meningeal or its branches, from the 
middle cerebral arteries, from the veins of 
the pia mater, from the sinuses of the brain, 
or from lacerated brain tissue, cannot be 
easily differentiated short of operative pro- 
cedure. However, he states that the most 
common cause of traumatic intracranial 
hemorrhage is the torn anterior branch of 
the middle meningeal artery. The next most 
frequent source is the posterior branch, while 
Cushing states that bleeding in the free space 
between the dura and arachnoid (subdural 
or intermeningeal hemorrhage) is possibly 
a more common consequence of injuries than 
the extradural form. 

In fifty-five observations of Gerard Mar- 
chant the hemorrhage was due to middle 
meningeal rupture in thirty cases; in six- 
teen cases to the rupture of a sinus; in eight 


cases the source of the hemorrhage was 
found in the vessels of the pia mater, and 
in one case to the veins of the diploe. 

Enderlen discusses the difficulty of the 
diagnosis of meningeal hemorrhage in those 
cases which are not typical, according to the 
clinical description of textbooks, more par- 
ticularly those cases in which the hemorr- 
hagic focus is inspected or actually looked 
for on the opposite side, according to the: 
existing cerebral phenomena at the extremi- 
ties; whereas it is really located on the same 
side. 

Three corresponding personal observations 
from the clinic in Basel serve as an illustra- 
tion. In the first case trephining was un; 
successfully performed upon the opposite 
side only; the patient died and the autopsy 
showed the meningeal hemorrhage on the 
same side. 

In the second and third case, an ineffectual 
trephining operation was likewise performed 
upon the opposite side, but this was imme- 
diately followed by opening of the skull on 
the same side, with discovery and evacuation 
of the hematoma, resulting in the recovery 
of the patients. 

The author inclines to the assumption that 
meningeal hematoma, under certain condi- 
tions, may compress the opposite side of the 
brain more than that in which it is located, 
thus readily accounting for the collateral 
paralysis. 

Diagnostic puncture or capillary trephin- 
ing of the skull, according to the methods of 
Mass, Middeldorpff, Guns-Spitzka, Souchon, 
Schmidt, Payr and Kocher, are all ineffect- 
ual and of little or no value, for the reason 
that thickened bloody coagula may easily 
escape aspiration through a fine needle. Ex- 
ploratory tapping of the skull (Collier’s 
method) is considered as much more re- 
liable. 

The clinical picture is one of cerebral con- 
tusion with compression and unconscious- 
ness. Medullary symptoms are invariably 
present, blood pressure is high during the 
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early stages, pulse slow, respiration labored, 
and as stupor passes into coma, unless the 
process is interrupted or its pressure effects 
relieved, the Cheyne-Stokes type sets in and 
finally the paralytic stage of compression 
supervenes. 

As a rule, the injury which has led to the 
vascular lesion has been sufficient at the 
same moment to so stun the patient that 
some grade of unconsciousness from con- 
cussion has been produced. These primary 
symptoms may pass in the course of a more 
or less brief space of time and the patient’s 
mental activity become in a degree restored. 
Then, after a few hours of relative freedom 
from evidence of marked cerebral disturb- 
ance, headache and possibly vomiting ap- 
pear, and in a short time the patient again 
sinks into a stupor. Focal symptoms may 
have been observed, however, before this de- 
velops. All the textbooks insist upon this 
“interval of consciousness” or “free interval” 
or “period of lucidity” as possibly the most 
important differential symptom of epidural 
hemorrhage. This was not observed in my 
first two cases, but was very characteristic 
and pronounced in the others. 

Irregularity of the pupils is common. The 


pressure of the clot against the hemisphere is’ 


said to eause an early narrowing of the 
pupil on the same side, and, later on, a dila- 
tation. This dilatation in the late stage 
may affect both pupils, but even then the 
pupil on the side of the lesion remains the 
wider. (Hutchinson pupil.) 

The so-called expectant treatment of cra- 
nial lesions consists of: 1. Shaving the 
head. 2. Cleaning all orifices (ears, nose, 
mouth). 3. Putting the patient to bed in 
a still room and in a semi-recumbent posi- 
tion. 4. Applying cold to the head (ice 
helmet bag, cold compresses or Leiter’s 
water coil). 5. Mild laxative given to di- 
minish the blood pressure. 6. Placing pa- 
tient on a very light or restricted diet and 
all stimulants denied. Patient should not be 
left alone for fear of psychic symptoms, 
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which are more apt to show themselves in 
the first week. 


TREATMENT. 


When there is compression from any cause 
this cause must be removed; if from de- 
pressed bone, the bone must be elevated; if 
from epidural hemorrhage, the artery must 
be tied and clots evacuated; if from sub- 


Case IV. 


dural hemorrhage, decompression and drain- 
age. 

Spinal puncture is not necessary to make 
a positive diagnosis and should be discour- 
aged, for, if the hemorrhage is very profuse 
and active, as is the rule in most of these 
cases, there is danger of the medulla and 
posterior lips of the cerebellum being forced 
or wedged into the foramen magnum by in- 
tracranial pressure when the support of the 
cerebrospinal fluid is removed. 

Notwithstanding the most terrible inju- 
ries of the skull and brain, many such cases, 
if given the proper attention, will go on toa 
good recovery of which my second case is a 
most striking example. It is safe to say that 
in any serious cranial injury in which un- 
consciousness has been present from the first, 
subdural bleeding is taking place. 


LOCALIZATION. 


The older authors expended a considerable 
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amount of time and no end of labor in de- 
vising ways and means to establish an ac- 
curate and trustworthy procedure or scheme 
to assist us in cranio-cerebral topography. 
Hence the method of Chipault, which was 
held in high esteem by the French schools. 
Likewise, the procedures of Broca-Cham- 
pioniere, of Poirier and Kocher; in infants, 


Case VI. 


the method of Lannelongue-Mauclaire was 
highly thought of. The method of Chiene 
was advocated for its simplicity; likewise, 
that of DeVilbiss. Taylor and Haughton 
also describe a procedure based on measure- 
ment. Sir Victor Horsley devised an instru- 
ment for this purpose which he calls a cyrto- 
meter, and there are numerous other meth- 
ods which have been less popular. Kron- 
lein’s is probably the best and most accept- 
able of all the methods offered. This is the 
method we lay more stress on and use in 
teaching in the operative surgery labora- 
tory of Tulane University. The student 
should also familiarize himself with the 
recognized landmarks of the skull as de- 
scribed by Broca. The pterion is a point 
on the side of the skull one and one-quarter 
inches posterior to the external angular pro- 
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cess, on a level with the roof of the orbit. At 
the pterion, the middle meningeal artery is 
found passing forward. An old but well- 
recognized method of locating the pterion 
is to drop a perpendicular from the bregma 
to the middle of the zygoma, then draw a 
horizontal line back from the external an- 
gular process; at the intersection of these 
two lines will be found the Sylvian point, 
where the pterion is situated. 

All these methods of cranio-cerebral topog- 
raphy have, to a large extent, lost their im- 
portance, as the surgeon today explores the 
brain through a large aperture or windows 
by craniectomy and not by “the old-fashioned 
trephining,” and all that is necessary is a 
general topographical knowledge of the re- 
gion involved. 

The most encouraging and noteworthy 
feature in studying these cases, particularly 
the second and third case, is, that despite 
the long period of unconsciousness (five and 
six days respectively) when the patients had 
to be fed by nasal tube, the rectum and blad- 
der emptying involuntarily, still they 
cleared up completely and exhibited as ac- 
tive and perfect cerebration as before the 
accident. 


CONCLUSIONS. 

The injury in the cranial vault itself, 
when this exists, is an unmistakable guide to 
the seat of hemorrhage. The majority of the 
cases are associated with marked fracture. 
It is only when there is no external lesion 
of the vault itself that Kronlein’s and other 
guides to the pterion are really necessary for 
the localization of the artery. However, a 
previous training in the exact localization 
of the pterion is quite valuable, and it is 
so simple it should be easily remembered. 

Capillary trephining is of little or no 
value, and should not be resorted to. 

In concluding, I would like to add my 
voice to the ery for immediate exploration 
and decompression in all doubtful cases. 
The latter-day technic of cranial surgery is 
such that a decompression operation will pos- 
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itively add no more risk to life, and, in most 
instances, will bring to a happy termination 
what would have otherwise been a fatality. 
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CASE REPORTS. 


Case 1. E.L. R., factory superintendent. Age 
40. On January 20, 1913, at 1:00 p.m. was 
struck on the right side of the head with an iron 
ball, about the size of a lemon, weighing two and 
a half pounds. The ball was thrown from a dis- 
tance of fifty feet. He was unconscious for three 
or four minutes. The first thing he noticed on 
regaining consciousness was that his entire left 
arm was weak; had no muscular control what- 
ever; sensation abolished; felt as though his hand 
was asleep; no difficulty with the lower extrem- 
ity. Was brought to the Hotel Dieu thirty min- 
utes after the accident. Complained of headache 
and vomited two or three times. A small incision 
was made in the contused area of the scalp by 
the house officer to verify the diagnosis of de- 
pressed fracture. 

At 4:00 p.m. was taken to the operating room. 


*The word trephining has been used consider- 
ably throughout this paper, but it is not meant 
in its true term, as trephining is more or less a 
generic term and is seldom if ever resorted to. 
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A liberal horse shoe incision was made around the 
contused area, the skull exposed and a depressed 
fracture found in the tempero-sphenoidal region 
about the size of a silver dollar or possibly a 
little larger. Three trephine openings were made 
around the depressed and partially comminuted 
bone. On removing these buttons a large amount 
of clot oozed out. The depressed fracture was ele- 
vated and quite a large, firm, lens-shaped clot 
was seen to lie over the lower Rolandic area, 
spreading out and dissecting its way between the 
skull and dura, attaining an area of fully three 
inches in diameter. Clot removed and the severed 
and bleeding posterior branch of the middle men- 
ingeal artery exposed. A fine needle armed with 
silk was passed around either end of the severed 
artery, taking in a bite of the dura. This 
stopped all further bleeding. All clot was cleared 
out and the skin flap sutured with silk worm gut. 
A small gauze drain was inserted through the 
original exploratory incision. 


Two hours after the operation, he noticed he 
had a little muscular control in the arm. Sensa- 
tion greatly disturbed, said the iron bed post felt 
like ice to his hand. From 2:00 a.m. on the mus- 
cular control and sensation became greatly im- 
proved. At noon, January 21, muscular embar- 
rassment is limited to the fingers; sensation in the 
palm and on dorsum of hand is perfectly nat- 
ural. January 24, sensation returned on little 
finger up to the first phalangeal joint. January 
25, sensation improved, particularly on dorsal 
surface of fingers; palmar surface still gives sen- 
sation of extreme cold. Muscular control in 
thumb and index finged improved. January 26, 
index finger, muscular control greatly improved; 
slight improvement in thumb; sensation in little 
finger completely returned. January 27, thermic 
sense in thumb completely restored but still has 
a feeling of numbness. Index finger sensation 
good up to second phalangeal joint. Ring finger, 
sensation good up to midway between first and 
second joint. Mid finger same as ring finger. 
January 28, sensation completely restored. Left 
hospital January 29, scalp wound perfectly 


healed; improvement has been steady though 
gradual. Still has a disturbed stereognostic 
sense. 

Case 2. W. R., age 14 years. At about 5:30 


p.m., June 18, 1914, patient fell from a tree, a 
height of approximately 30 feet to a brick pave- 
ment, striking on his head. Was brought to the 
Touro Infirmary about two hours after the acci- 
dent. Was in a deep stupor, which condition the 
mother said he had been in since the injury. 
Vomited frequently, bowels and bladder acting 
involuntary; pupils equal and react to light and 
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accommodation; no bleeding from mouth, nose or 
ears. No ecchymosis about the eyes; respiration 
slow and stertorous. Pulse, 130; volume fair. 
On examination a bulging mass was seen filling 
the temporal fossa; this appeared to be a hema- 
toma. No depression or fracture could be felt 
through the scalp. Fifteen minutes after admis- 
sion, was taken to the operating room. A liberal 
horse shoe incision was made in the left tempero- 
sphenoidal area. On peeling the periosteum back, 
a linear fracture was seen extending well down 
toward the base of the skull. A linear incision 
was made from the apex of the horse shoe ex- 
tending well beyond the mid-line of the cranium 
to trace the fracture. The skull appeared to be 
completely cracked across the vertex. A decom- 
pression was done. Epidural hemorrhage active; 
posterior branch of the middle meningeal found 
ruptured; this was secured by suture. Dura 
found to be very tense; on incision a large amount 
of clot and fresh blood escaped, with some brain 
tissue. The dura was incised freely, and the bone 
plate removed. Soft parts brought together with 
silk worm cut, leaving wide interspaces for drain- 
age; iodoform gauze drain put in either angle of 
the wound. Patient was extremely restless, 
though unconscious for five days following the 
operation; pulse 120 to 140; temperature 101 to 
103. Morphia given freely and 5 per cent glucose 
proctoclysis. 

One June 24, six days after operation, tempera- 
ture 101-6, pulse 110, restlessness subsiding, and 
able to take nourishment by mouth. 

From then on the boy made a rapid recovery, 
and was free of fever July 2, although pulse 
still remained about 100. 

July 7, an eruption was noticed over entire 
body; temperature 101. July 8, marked ulcera- 
tion found inside of mouth and lips. Transferred 
to medical service. This was most probably hem- 
orrhagic measles. 

Discharged July 25. 

Case 3. (Kindness of Dr. R. Matas.) R. O., 
age 36. Flagman by occupation. 

On November 6, 1914, while alighting from a 
street car, patient was struck by an automobile 
at 11:00 a.m. and picked up unconscious. He 
became conscious in a few minutes. Was brought 
to the Touro Infirmary, but, as he felt no pain 
or exhibited no symptoms, he was put to bed for 
further observation. Pulse 80, strong and reg- 
ular. Blood pressure 104 mm. At 2:30, pa- 
tient complained of a severe right sided head- 
ache. When seen at 4:00 p.m., patient was in a 
semi-comatose condition, which was rapidly deep- 
ening into coma. A large hematoma was found 
on the right side of the head; pulse 50 and very 


strong, breathing deep and stertorous; periods of 
complete lapse of consciousness. The pupil on the 
right side was enlarged, but reacted to light 
sluggishly. 

At 5:00 p.m., the patient was prepared for op- 
eration, being totally comatose; right pupil typi- 
cal Hutchinson pupil; left pupil normal; face on 
the right side showing paralysis. At time of op- 
eration pulse was 40, respirations 16, blood pres- 
sure 140. 

Operation (by Dr. R. Matas, assisted by the 
writer): A large semi-circular flap was made in 
the right temporal region, including the entire 
hematosed area. On reflecting the flap, it was 
found that the hemorrhage had already dissected 
up the pericranium from the skull, exposing a 
large linear fracture which extended obliquely 
from behind upwards beginning at the pterion 
and extending back in a line almost parallel with 
the fissure of Sylvius, terminating at a point. 
about two inches from the external occiptal pro- 
tuberance. 

Four perforations were made with the Hudson 
drill and burr, two on either side of the linear 
fissure, the two lowest corresponding to the 
temporal end of the fracture. With the Hudson- 
Devillbis and Rongeur, a large square piece of 
skull was removed which at once released the un- 
derlying clot. The whole squamous shell of the 
temporal was removed, with a view of exposing: 
the origin of the middle meningeal. 

The main trunk of the artery was found com- 
pletely severed and bleeding on the dural surface.. 
The distal end was easily secured by a fine silk 
suture, but considerable difficulty was encoun- 
tered in securing the proximal end, under the 
greater end of the sphenoid. 

All clots were removed. Two large openings. 
were made, one on each side of the fissure, and 
connected together by a channel, to favor drain- 
age. A rubber tube was inserted in each hole. 
An iodoform gauze pack was placed in the tem-. 
poral fassa and the scalp wound closed with silk 
worm. 

As soon as the clot was removed, the pulse 
went up to 80. The right pupil, which had been 
dilated, became normal. 

A few days after operation, the patient began 
to show sluggish motion in both limbs of the 
right side. He was fed by nasal tube every four 
or five hours, and later by stomach tube. He 
voided and defecated involuntarily. On Novem- 
ber 10, patient began to show signs of returning 
consciousness, but he did not utter a word until 
November 12—six days after the operation. 

Case 4. (Operated by Dr. R. E. Stone at 
Touro Infirmary, and reported by kind permis- 


| 
i 
| ; 
it 
3 
i 
: 
: 


LANDRY: INTRACRA NIAL HEMORRHAGE. 


sion of the operator.) December 11, 1914. Mr. 
Cc. R. White, male, age 19, occupation, brakeman. 

Two days before admission patient was struck 
in the head by an intoxicated man who used a 
pick-axe as a weapon. He was found unconscious 
immediately after the accident, bleeding pro- 
fusely from a wound in the left side of the head, 
just above the pterion. He was treated expect- 
antly the 48 hours following his accident. When 
first seen by Dr. Stone (two days after the acci- 
dent he was still unconscious and with a purulent 
discharge from the cranial wound. Temperature 
100, pulse 74, and respiration 24. An X-ray pic- 
ture was taken and was negative to fracture. 
Lumbar puncture performed, the cerebro-spinal 
fluid was quite red and seemed to be under great 
pressure, running 140 drops per minute. Blood 
pressure 138. Hutchinson pupil; right arm and 
leg showed slight weakness. Bladder and rectum 
emptied involuntarily. The patient, however, was 
able to swallow. 

A curved incision was made just above the 
traumatized spot, which was later joined with a 
vertical incision at the lower angle. On peeling 
back the periosteum a punched out piece of bone 
about the size of a five-cent piece was found 
driven into the brain substance. 

A liberal window was made in the skull and 
on removing the depressed bone an active hemor- 
rhage was encountered. This was found to be 
from the anterior branch of the middle meningeal. 
The distal end was easily tied, but considerable 
trouble was experienced in getting the lower or 
proximal end. A large clot was found between 
the skull and dura. Wound closed by interrupted 
suture; drain left in lower angle. 

Was totally unconscious for four days after 
operation, being fed by stomach tube. Drain re- 
moved on sixth day, from which time the patient 
has made a very satisfactory convalescence. 

Case 5. (This case was turned over to me 
through the kindness of Dr. Urban Maes, in 
whose service the patient was admitted to the 

' Charity Hospital.) 

G. S., white male, age 24, laborer. Admitted 
December 17, 1914. While helping to carry a 
piece of timber 50 feet long, 6 inches wide and 
2 inches thick, the other end was dropped and 
his end flew up and struck him in the left side of 
the head, throwing him a distance of 20 feet. 

He was unconscious for ten minutes, but on 
arrival of the ambulance was able to talk. 
Bleeding was noticed from the left ear, but other- 
wise the patient made no complaint. No bleeding 
from nose or mouth; no conjunctival injection; 
slight contused wound just over the ear; pupils 
equal and react to light. Pulse 80, regular, g00¢! 
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tone. Respiration 20. Three hours after acci- 
dent patient vomited blood and appeared to be 
drowsy, respiration deeper. 

At 10:00 p.m. (four hours after accident) left 
pupil greatly dilated and does not react to light. 
Right pupil normal. Skin cold and clammy. 
Respiration 12 per minute, slow, deep, and ster- 
torous. Pulse 50, regular, full. Reflexes absent; 
patient cannot be roused. 

At 11:00 p.m., without anesthesia, a liberal 
horse shoe incision was made in the left temporal 
region. On exposing the skull, a small linear 
fracture was seen radiating from the mid por- 
tion of the temporal bone toward the base of the 
skull. A liberal piece of temporal bone excised, 
which at once exposed a very large clot covering 
the entire temperosphenoidal area and extending 
well down into the middle fossa. 

The brain was seen to be markedly compressed, 
being fully three inches from the skull when clot 
was removed. This was soon overcome, however, 
and when the clot was entirely cleared out, the 
dura soon regained its normal relation to the 
skull. 

The anterior branch of the middle meningeal 
was ruptured Jow down, close to the bifurcation, 
which was sutured with some difficulty; the 
posterior branch was also severed, but was easily 
controlled. 

As soon as the pressure of the clot was re- 
leased, the pulse rate jumped from 50 to 120, 
with a good volume. Toward the end of the 
operation the volume dropped and rate increased. 
Respiration increased to 50 per minute. At the 
close of the operation the patient had a con- 
vulsion on the table, which lasted four minutes. 
Left pupil a little less dilated, but failed to react 
to light. 

One hour after the operation, pulse 112, slight- 
ly irregular, respiration 60, irregular, shallow, 
and of a jerky character. From then until 5:45 
a.m. (five hours after operation) respiration be- 
came more embarrased, shallow and irregular, 
when all respiratory movements stopped. 

A partial autopsy only was granted. The brain 
was removed very carefully by Dr. Mattes, As- 
sistant Pathologist, the only thing of note pre- 
senting being on the under surface of the left 


‘cerebral hemisphere, just lateral to the hippo- 


campal sulcus, where a semi-circular discolora- 
tion is found in the area of the hippocampa} 
gyrus. The color of the cortex is here brownish- 
black, and the area measures 1 c.m. in widths. 
This is evidently traumatism to the cortex due 
to the marked compression the brain was sub- 
jected to. The cause of death, clinically, was 
respiratory paralysis due to compression. 
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This case was a severe disappointment, as the 
brain regained its normal condition almost im- 
mediately upon removal of the compression, and 
we had every reason to believe that he would 
recover. 

Case 6. (Dr. Matas’ case.) R. T., age 20, 
clerk. On May 23, while playing baseball, was 
struck by a thrown ball in the left temporal re- 
gion and knocked down. He did not lose con- 
sciousness, but got up and dressed and walked 
to a nearby automobile. Five minutes later, on 
his way to the Touro Infirmary, he had a slight 
convulsion which lasted about a minute. Upon 
his arrival at the Infirmary, he was unconscious; 
both pupils equal and reacted to light and accom- 
modation, although the left was sluggish. Ten 
minutes later he had a violent convulsion of the 
upper extremities and face, which lasted a min- 
ute and a half, during which he was extremely 
cyanotic. Pulse strong, full and slow. Blood 
pressure 145. Left temporal region is red, 
swollen, puffy and oedematous. 

Through a straight, perpendicular temporal in- 
cision, a large segment of the temporal bone was 
found to be in fragments and removed. The mid- 
dle meningeal artery was found to be ruptured 
near its origin and very inaccessible. It was 
finally ligated with fine silk, but a gauze tampon 
was left at a point near its origin as an additional 
precaution. 

The boy made a rapid, uneventful recovery, and 
left the institution on June 8, two weeks after the 
injury. 


*Radiograms (retouched) made by Dr. E. S. 
Samuel, Radiologist to the Touro Infirmary, New 


Orleans, La. 
2255 St. Charles Ave. 


DISCUSSION. 


Dr. Urban Maes, New Orleans, La.—Mr. Chair- 
man and gentlemen: I think the important thing, 
aside from the interesting details of Dr. Landry’s 
paper, are the necessity and appeal he has made 
for the exploration in all these cases of cranial 
surgery. Here is the period of unconsciousness, 
gradually deepening coma—coming on as a se- 
quence in nearly all of these cases. In that type 
it is imperative that we should always look for 
haematoma. 

Another class, with fractures of the vault and 
of the base, in which the decompressions are indi- 
cated, despite the fact that there are no focal 
signs of hemorrhage. Concussion of the brain 
means nothing. It does not convey to anyone’s 
mind any distinct pathological state. These in- 
juries are true contusions. and whether they be 
of the vortex or of the vault, a certain amount of 
inflammation is going to occur with cerebral con- 
cussion. The brain cannot swell inside the dura 
or the skull—which is a closed box; consequently 
all of our brain injuries that have any severity of 
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symptoms whatsoever, or where we are justified in 
suspecting fracture of the vault or base, had better 
be decompressed, because there is almost always 
small hemorrhages and extravagasation, so that 
decompression is indicated much more frequently 
than has been our habit of doing in the past. We 
employ the expectant treatment. There is abso- 
lutely no such thing as concussion. They are all 
contusions, just as much so as a black eye, and at 
the autopsy table you will see exactly the same 
phenomena as in contusions of any other part of 
the body, and on account of the structure of the 
skull and brain it refuses to tolerate this reaction, 
and you had better decompress and find nothing. 
than leave your patient alone and let him die. 

The hemorrhages from the middle meningeal 
artery all have to be relieved by operative inter- 
ference, and are fairly typical. 


Dr. Jere L. Crook, Jackson, Tenn.—We appre- 
ciate the respectful attention which has been 
shown us by the other side of the house. If I may 
be pardoned for adding one more to this distin- 
guished group over here, I would say I have been 
interested in the subject of brain surgery for 
many years. To my lot have fallen many cases of 
traumatic origin. The term “eoncussion of the 
brain” is applicable to the subject under discus- 
sion, because that is always the result of the blow. 
What we deal with is the contusion resulting from 
the concussion. If that blow which produces the 
injury be of sufficient strength to rupture an ar- 
tery in the brain, we have the condition described 
by the essayist. Some years ago a little negro 
boy about ten years of age used very poor judg- 
ment in coming in contact with a railroad train, 
and was knocked off the right-of-way. He picked 
himself up and walked home, and I was called 
to see him. I put a bandage around his head 
and told him to come on and get into the buggy 
and we would go to the office and I would sew the 
wound up. We did not have very good streets, 
and we were jolted and jarred very considerably, 
and by the time we got there this little negro had 
fallen unconscious against my arm. Operating 
at once I found a rupture of the middle meningeal 
artery. I shelled out a blood clot, tied the artery, 
and the little fellow made a good recovery. 


Dr. Burns, Memphis, Tenn.—I have enjoyed Dr. 
Landry’s paper very much, and endorse every- 
thing he said, and will say for him that in my 
service at the City Hospital over ten years ago, I 
practically abolished the idea of the expectant 
treatment of cases that had had an interval—so- 
called free interval or a momentary period of un- 
consciousness, followed by the free interval, and 
then lapsing into unconsciousness or possible 
coma. 

It is the injuries of the middle meningeal artery 
that give us compression. In many, many in- 
stances—I should say probably not the majority, 
but in a large per centage of cases, they give us 
pressure where we have no fracture. These are 
the insidious cases that we should watch. 

I shall not discuss concussion only to say I 
think that has been read out of the book and ought 
~~ - be left there. It should be wiped out of the 

ooks. 


Dr. Russell E. Stone, New Orleans, La.—Dr. 
Landry demonstrates the necessity of operating 
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these cases, and not running along on the expec- 
tant plan, and trusting to ice bags, because these 
atients are told to go home, and the clots get 
arger and larger. and in a few hours the patient 
is unconscious. These cases of Dr. Landry’s make 
immediate recovery, and exploratory operation of 
the brain is not any more injurious than going 
into the abdomen. I believe that a lumbar punc- 
ture should be made so as to determine the pres- 
ent and amount of intracranial pressure. This 
should be a routine procedure in every case of 
suspected intracranial injury. 

Dr. J. N. White, Texarkana, Texas.—We have 
had some experience along this line, and the sooner 
we relieve the compression the quicker we cure 
all concussions. 

Dr. Landry (closes)—I am sorry Dr. Crook 
had to leave before I had a chance to close the 
discussion. In the case he reported, he claims 
the rupture of the vessel occurred in his buggy 
while on the way to his office, some time after 
the traumatism. This is very unlikely; the rup- 
ture occurred at the time of the traumatism, but 
the hematoma did not attain proportions enough 
to cause symptoms of compression until he was 
on the way to his office. It was not the jogging 
of the buggy that caused the rupture of the ves- 
sel, but the initial traumatism. That is the char- 
acteristic, diagnostic, “lucid period.” 
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Surgery, Gynecology, Obstetrics and Genito- 
Urinary Diseases. 

New Technique for Operations on Steno’s Duct. 
By Hugh Crouse, El Paso, Texas. Surgery, 
Gynecology and Obstetrics, May, 1915, pp. 593- 
596. 

This article deals with a new technique for oper- 
ations on Steno’s duct. Technique: Make incis- 
sion over the cheek 2 cm. below zygomatous pro- 
cess. 2cm. in front of the ear, thus avoiding ar- 
teries, nerves and veins passing over, through or 
underneath the parotid; the incision should be 
about 3 cm. in length, through skin and adipose 
tissue of cheek only; incise exposed fascia of 
parotid for about 1 cm. parallel to skin incision; 
grasp the lip, turn cheek out; mark off a pointed 
strip of buccal mucous membrane one-fourth inch 
wide and one-eighth inch deep, commencing 
slightly within the vermilion borderline of upper 
lip, stripping same back slightly posterior to or 
even with the cusp of the second upper molar 
tooth, leaving posterior end of strip thicker than 
anterior end and unseparated. Clip mucous strip 
with curved scissors, being careful to cut deep 
enough so that its vitality is not impaired. Tag 
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strip with artery forceps. Pass Doyen or similar 
forcep through external cheek wound over surface 
of masseter to its anterior border; puncture buc- 
cinator, enter mouth just in front of the pos- 
terior area denuded; widely stretch forceps; catch 
mucous strip, draw into cheek wound, suture with 
No. 9 ten-day chromic gut, similar to Lembert 
intestinal suture; double tie, leaving ends long 
to fasten loop of No. 5 ten-day chromic gut, ends 
of latter remaining in mouth; subcuticular suture 
skin wound; whip denuded mucous membrane 
area together with small chromic gut. Nine illus- 
trations demonstrate author’s method and various 
other techniques. 


Head Injuries. By C. G. Forsee, Louisville, Ky. 
The Railway Surgeon, April, 1915, pp. 606-612. 


Forsee’s paper deals principally with fractures 
of the cranium: (a) of the vault, and (b) of the 
base. The lesion may be simple, compound, de- 
pressed, punctured, etc. The majority of basal 
fractures originate in the vault, beginning where 
violence was received, and following the line of 
least resistance into the corresponding basal fossa, 
terminate or extend into adjacent fossae. 

Some clinical features are: (a) Leakage 
through the fracture line into subcutaneous tis- 
sues of mucous cavities, including blood, cerebro- 
spinal fluid, brain tissue; (b) injury to the large 
blood vessels; (c) injury to the nerves, and (d) 
infection, meningitis, etc. 

The etiology, symptomatology, pathology and 
diagnosis of the various lesions are adequately 
outlined. The treatment is distinctly surgical, 
the prognosis should always be guarded. 

The probable complications and sequlae are 
minutely described, and the dangers of intra- 
cranial hemorrhage especially emphasized. The 
importance of differential diagnosis between con- 
cussion and fracture receive adequate considera- 
tion. 

The author concludes that the problems pre- 
sented are frequently complex and sometimes diffi- 
cult of explanation, but this should not discour- 
age the surgeon from attempting logical diagnosis 
in every case. There is no part of the body in 
which the relationship between lesion and symp- 
toms is more definite, and where accurate knowl- 
edge can be more successfully applied. The 
chief source of difficulty is severe head injuries 
cause multiple lesions of different intensity and 
importance. The gravest lesion does not neces- 
sarily produce the most obvious symptoms, so that 
securate diagznosis and adequate treatment of one 
lesion may leave the patient in danger from some 
other unsuspected condition. 
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RAILWAY SURGERY 


SKIN GRAFTING.* 


By Jerre L. Crook, A.M., M.D., F.A.C.S., 
Jackson, Tenn. 


The practice of skin grafting, while usual- 
lv regarded as a comparatively modern sur- 
gical feat, in reality was performed hundreds 
of vears ago. In Leonard Freeman’s little 
book on this subject he states that it was 
performed by the ancient Hindus two thou- 
sand vears ago, and in support of this as- 
sertion he further relates: 


It was the custom in India to punish certain 
offenses by cutting off the nose. As an almost 
necessary consequence, there appeared at an 
early date men skilled in plastic surgery, who 
belonged, strangely enough, to a low and de- 
spised class, the tile-makers’ caste. Their work 
is said to have been excellent, even superior in 
some respects to that done at the present time. 
One of the most remarkable achievements of these 
pioneers in surgery was the replacement of the 
nose by a graft from the thick skin of the glu- 
teal region, a feat which even now cannot be 
repeated with certainty. When we consider that 
the subcutaneous fat was included and that no 
support could have been had from underlying 
tissues, the success obtained seems little short of 
marvelous. 

It is probable that skin grafting, like some 
other arts, was largely lost sight of during the 
Middle Ages, although here and there a more or 
less authentic account of an isolated case has 
been preserved. For instance, it is related by 
Sancassani (1731 to 1738), that a female street 
vender, in order to prove the efficacy of a certain 
salve, was accustomed to cut a piece of skin from 
her leg, pass it around the audience upon a plate, 
and then replace it in its original position, cov- 
ering it with salve. Such perfect union took 
place that the site of the operation was scarcely 
discernible. 

About the end of the eighteenth century some 
account of the Indian methods of grafting was 
brought to Europe by travelers. The statements, 
however, were credited by few, and those who did 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary to Southern 
eT Association, Dallas, Texas, November 8- 


believe were generally disappointed when they 
tried the experiment themselves. Nevertheless 
Van Helmont states that Tagliacozza, a Bologna 
surgeon famous for his achievements in rhino- 
plasty, constructed a nose for a patient in Brus- 
sels from the skin of the arm of a workman; 
but Tagliacozza has been credited with so many 
wonderful things that it is difficult to sift the 
true from the false. The skin from the back of 
a student’s hand is said to have been used by 
Dzondi in the formation of a woman’s nose, and 
Bunger succeeded in getting a portion of a 
graft from the thigh to adhere in a similar oper- 


ation. 

As early as 1836, Hoffacker, surgeon to a stu- 
dents’ duelling corps in Heidelberg, succeeded in 
reuniting numerous severed portions of noses and 
a piece of a lip.” 

In recent medical literature we find simi- 
lar cases reported. In Johns Hopkins Hos- 
pital Bulletin, October-November, 1892, Fin- 
ney reports a case where a finger after be- 
ing completely severed from the body seven 
hours became reunited. Another case where 
the soft parts of a nose grew in place after 
having been separated an hour is reported 
by Kelley in the Times and Register, Phila- 
delphia, August 16, 1890. 

Grafts have been defined as autodermic 
when from the patient’s own body and iso- 
dermic, heterodermic or homo-dermic when 
taken from another individual. The terms 
autogenous and heterogeneous grafting are 
also used to describe the two sources of sup- 
ply. As a rule the grafts thrive best when 
taken from the patient’s own body. In my 
own experience I have undoubtedly secured 
the best results I have ever had when I se- 
cured the grafts from the patient himself, 
although in several cases when the patient’s 
vitality was not so good, I have had most 
satisfactory results with the iso-dermic 
grafts, in two cases getting the skin from 
several individuals. 

IT have always been very careful to ascer- 
tain that the donors were in perfect health, 
as there is no doubt that diseases can be 
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transmitted in this way. It often happens 
that the patient’s general condition is so far 
below normal that it would be unwise to 
impose on him the nervous shock incident 


to removing the skin from his own body. In 
such cases we are fortunate if we can find 
healthy donors in whom the spirit of altru- 
ism and brotherly love prevails to the extent 
necessary to cause them to shed their blood 
and cuticle for the afflicted one. 


In these modern days, when greed and 
selfishness seem to predominate in the hearts 
of men, it is refreshing and uplifting to find 
men ready to make a blood sacrifice for one 
of their friends. it has been my privilege 
and experience in every case where I have 
asked for volunteers to find a ready response 
among white people. In one instance where 
I needed isodermic grafts to save the foot 
of an injured engineer, five of his friends 
(fellow employes) volunteered, and each 
gave all the skin I required, without fear 
and without reproach, and the foot was 
saved. No doubt many of you have seen 
such examples of unselfish, generous courage, 
and have felt, as I have, the moral uplift 
of such an experience. 

As to the methods; those of Reverdin and 
Thiersch are the two principal ones used, 
Reverdin being the pioneer. His report to 
the Societe Imperiale de Chirugie, Dec. 8, 
1869, first brought the subject prominently 
before the world, and was followed in 1872 
by a more exhaustive paper in which he 
states that while he spoke of the small bits 
as “epidermic grafts,” yet that title is not 
wholly correct, as he included a little.of the 
dermis and the whole epidermis. 

In a very interesting paper by Dr. J. S. 
Davis of Johns Hopkins (Journal A. M. A. 
September 19, 1914), he makes a very force- 
ful plea for the “use of small, deep grafts” 
taken and applied according to Reverdin’s 
suggestions, except that he takes more of 


the true skin than in the older method. His. 


article is profusely illustrated and quite 
clear as to technique and treatment. I have 
read and studied it with interest, and yet I 
must confess he has failed to convince me 
of the superiority of his modified Reverdin 
method to that of the far more frequently 
used one of Thiersch with its modifications. 
The chief objections to his type of grafting 
are its tediousness, time required, its poor 
cosmetic result and the greater tendency to 
keloid formations. I cannot find a single 
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good reason for preferring it to that of 
Thiersch. 

After describing the technique in detail, 
Freeman states: “In fact, the only excuse 
for using the Reverdin method is its com- 
parative painlessness and insignificance as 
an operation.” 

Where it is impracticable to secure a 
healthy granulating surface, the Reverdin 
grafts may be used with greater chance of 


In my own work I have never found it 
necessary to anesthetize my patient in order 
to scrape away exuberant granulations. A 
few days’ treatment with antiseptic irriga- 
tions usually puts them in healthy condition. 
If they are sluggish and indolent, painting 
with iodine, followed by a 25 per cent solu- 
tion of Balsam Peru in castor oil will fur- 
nish the necessary stimulus. 

When ready for grafting the surface 


success, but if one is willing to properly pre- 
pare his surface for grafting, and give prop- 
er attention to the technical details of the 
work, the method of Thiersch will yield far 
more brilliant results. 

As to this procedure, Freeman remarks: 
“There is no process of skin grafting so sim- 
ple, so reliable, and so generally applicable 
as the method of Thiersch, and yet it has 
never received the thorough recognition to 
which it is entitled.” 

Therefore, it seems proper to emphasize 
the value of this procedure on occasions such 
as this and to relate personal experiences to 
further stimulate interest in the subject. 


should be thoroughly irrigated with normal 
salt solution before placing the grafts. 

The best place for obtaining the grafts 
is the anterior sufrace of the thigh, al- 
though I have frequently taken them from 
the arm when I did not wish very long 
grafts, also when several friends of the pa- 
tient are giving skin it is quicker and easier 
to take it from their arms. When the skin is 
taken from the patient himself, I prefer the 
thigh. It is better to anesthetize the patient 
in this case. In fact, it is far better to get 
the skin from the patient himself if his 
general condition will admit of it. In this 
event no one is made to suffer, and larger 
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and better grafts can be removed when one 
is not hampered by the nervousness and suf- 
fering of the donor. 

Some practice is necessary before one can 
remove the grafts deftly. An assistant should 
make the surface tense by placing his hands 
on both sides of the limb or pulling the skin 
down while the operator pulls it up, and 
with a very sharp razor cuts long strips. The 
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operator cuts towards himself with a side- 
to-side sawing motion, keeping skin and 
razor wet with salt solution. The razor 
should not emerge until a strip sufficiently 
long has been cut, as it is much easier to 
manipulate large grafts and requires less 
time. It is not necessary to cut through the 
entire thickness of skin, but if this is done, 
the value of the graft is not diminished, al- 
though the scar from its removal is longer 
in healing and more permanent. 

The strips of skin will often curl up on 
the razor, but may be smoothed out in a 
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basin of warm sterile salt solution, using 
a long-handled needle and small forceps. 
Afterwards I place them on oil silk wet 
with salt solution, and slide them from this 
on to the granulating surface. Some au- 
thorities advise overlapping each strip and 
the borders of the ulcer. If skin is very plen- 
tiful this may be done, but I have never 
found it necessary. If I use a long broad 
graft I perforate it to facilitate drainage 
and enhance its chances to live. 

With Thiersch the removal of granula- 
tions was one of the principal features of 
his original method. He claimed that the 
more or less large and soft, superficial granu- 
lations, during their slow transformation 
into connective tissue, were the cause of 
cicatricial contraction, and that this con- 
traction could be avoided by scraping away 
the granulations until firmer tissue was 
reached. He also thought that grafts grew 
better when this was done. . This advice was 
universally followed until it was demon- 
strated by Schnitzler and Ewald that it is 
unnecessary to remove healthy granulations 
and that grafting can be done directly upon 
their unaltered surfaces with the production 
of a movable skin, and without appreciable 
subsequent contraction. 

Instead of scraping with a curette, Sick 
simply rubs away the granulations with a 
bunch of gauze, or a stiff nail brush may be 
used. Halsted, McBurney and others’ pre- 
fer to shave the surface with a scalpel or 
an amputating knife, claiming that a 
smoother surface is obtained devoid of par- 
tially separated and bruised portions of 
tissue, which tend to become necrotic and in- 
terfere with the vitality of the tsansplanted 
skin. 

As stated previously, I have not found it 
necessary to curet or shave off the granula- 
tions. I prefer a moist dressing of normal 
salt solution on gauze, with strips of per- 
forated oiled silk, which is kept in warm 
saline solution until ready for use. Numer- 
ous methods of dressing are in use, including 
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dry dressing, the open method with a wire 
cage, sterilized olive oil, boric acid solution, 
splinting the grafts with wide meshed cur- 
tain netting soaked in gutta percha and 
chloroform, silk netting treated with para- 
fine, ete. 

Bernhard advocates exposure of the new- 
ly grafted area for a short time to the direct 
rays of the sun, while Schepelmann douches 
the new skin for several weeks with hot air, 
by means of a special electric instrument, 
claiming that better and more permanent 
results are thus obtained. Thies covers the 
grafts with a thick layer of fine sand, which 
has been sterilized by boiling in a 1 per cent 
solution of sodium carbonate and then dried. 
He considers that this method has a number 
of advantages, among which are the re- 
moval of fluids by capillary suction, the 
splinting of the grafts and the prevention 
of coagulation of the discharges by the alka- 
linity of the material. The sand should be 
changed frequently. 

I have found the dressings I have used 
entirely satisfactory and have _ therefore 
tried none of these others. I usually remove 
the dressing in from five to seven days. The 
pictures illustrating are of the two most 
seriously burned patients I have ever suc- 
cessfully treated. In both recovery was due 
to skin grafting. Not only restoration to 
health, but also prevention of deformity and 
distressing disability was accomplished by 
grafting. Both patients, together with five 
others, were burned and scalded in a boiler 
explosion at the Bemis Cotton Mills near 
Jackson, and all were brought to our sana- 
torium for treatment. The white patient 
was burned almost beyond recognition. His 
face, head, neck, ears, hands, arms, legs and 
entire back were burned to the second and 
third degree. The photo shows that the ears 
were partly burned off, but gives no ade- 
quate picture of the depth and extent of sur- 
face involved. It does show the fine, smooth 
appearance of the back and legs, however, 
and this cosmetic and functional result is 


due to Thiersch grafts (in this case of 
hetrogeneous origin), the donors being his 
brother and a friend and a recently circum- 
cised baby, whose foreskin played an impor- 
tant part in covering an extensive raw, ugly 
granulating area on one leg. The patient’s 
vitality was very low, and at times he ran 
a high temperature, but finally after a very 
tedious convalescence he was restored to 
perfect health with no functional disability 
of limbs or body. 

The negro whose photos are shown, suf- 
fered a compound fracture of the skull, ne- 
cessitating trephining and removal of frag- 
ments of bone from the brain. In addition 
he was burned extensively and deeply on 
face, head, back, side, arm, thigh and legs. 
The burn on calf of leg was of the third de- 
gree, extending from ankle to three inches 
above the knee. The muscles partially 
sloughed away, almost exposing the vessels 
in the popiteal space. 

To secure donors of skin for him was im- 
possible. When the request was made of 
his wife, she was horrified, and exclaimed, 
“Who, me, let you cut off my skin for him? 
Naw, sir, I didn’t promise to do dat when 
I married him.” Fearing that I would in- 
sist, she left the hospital and eventually de- 
serted the patient and has nevermore re- 
turned to his bed and board. The spirit of 
altruism has not yet permeated the colored 
race to the extent necessary to cause them to 
shed blood for each other. 

Therefore, the patient was anesthetized 
and the required amount of skin in long, 
broad strips was removed from the opposite 
thigh and successfully grafted on leg and 
side and axilla, preventing contraction that 
would have seriously crippled the patient, 
and hastening and insuring his complete 
recovery. 


DISCUSSION. 


Dr. R. W. Knox, Houston, Texas.—I am in the 
habit of anesthetizing the patient to do skin 
grafting, especially on large surfaces. I think it 
well to do this on account of pain that is produced 
in getting rid of the exuberant granulation... A 
good soap and water scrubbing is also important 
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in getting rid of pus. In the lower limbs spinal 
anesthesia can be used to good advantage. The 
technique adopted is as follows: Transfer the 
grafts directly from the razor to the wound sur- 
face; any other method is tedious and difficult. 
If the grafts are transferred to a salt solution 
they have a tendency to curl up, and in this con- 
dition they are very difficult to apply. As a 
dressing for the grafts I now use exclusively 


narrow strips of oxide of zinc plaster which: 


comes in sterile packages. These strips are put 
across the wound in a basket like way, and on this 
is applied a dressing consisting of gauze slightly 
moistened with sterile salt solution. The secre- 
tions that may form are taken up by this and the 
gauze can be changed without disturbing the 
grafts. The zinc plaster can be removed in four 
or five days, at which time the grafts will have 
thoroughly taken and moist applications for a 
few days longer will complete the work. This 
method has been exceedingly successful in my 
hands. 


Dr. Denegre Martin, New Orleans, La.—The 
doctor’s teaching is this: That we have in these 
cases a superficial or granulating layer and a 
deep horizontal layer, and it is in the horizontal 
layer that we get the blood supply to the skin, 
so that if we cut through the chorion then re- 
placing the skin from the vascular surface we 
get an ideal condition. I have been doing this 
ever since it was taught at first—probably three 
or four hundred, and rarely one fails. 

Another thing: If you put these grafts on top 
of the granulating surface before the maximum 
amount of contraction has taken place, the con- 
traction will go on. The way to do that is to 
watch. Nature is making an effort to cure that 
ulcer. You see the blue margin of the granu- 
lating surface, then you realize it is the best time 
to do that grafting. 

The Riverdin method is a graft put on the 
granulating surface, and is a very different con- 
dition altogether. 

The latest thing is the suggestion of Davis. 
I find it is the easiest thing to apply, and our 
results are excellent. It does away with all of 
the old methods. We found if we could use the 
gauze it would absorb the pus, etc., and the 
— just simply covered over, and it does very 
well. - 

The dressing of that graft is the most impor- 
tant of the whole thing, and the doctor has 
brought out another thing. Just take it right 
off. Dressing of the graft is more important, 
because, unless you fix your dressing, you will 
find in a week or ten days the graft is all bunched 
up. I put on the dressing at first, hold that with 
adhesive strips, and that with a wad of cotton, 
because that causes not enough pressure to inter- 
fere with the circulation of the graft itself. 


Dr. F. L. Watson, Oklahoma City, Okla-—I 
think Dr. Crook’s paper is indeed a very impor- 
tant one, and his mentioning skin grafting in con- 
nection with burns should call to our minds that 
we should use it very much more frequently in 
burns that we do. I realize that in the colored race 
we sometimes encounter the difficulties that the 
doctor mentioned, but I am surprised that it 
should have occurred to a gentleman from the 
South. I think the doctor’s trouble lay in the 
fact that his explanation to the lady was made too 
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plain. Had he used more polysyllables that were 
unintelligible even to himself, then he could have 
secured the skin. 

We all know, in following a burn, as the slough 
occurs and granulation begins, a local leukocyto- 
sis, so to speak, takes place, and that the site of 
the burn is cofferdammed against infection. Those 
of us who have lived in the mining district where 
we have extensive burns have noticed that we 
nave few infections. We have our first rise of 
temperature then the local areas learned to take 
care of themselves, and it does not matter so much 
what technique you use. We cleanse the skin, in 
using the autogenous graft, and even scrape the 
skin as if you were %oi~~ to implant a vaccina- 
tion, and distribute the scrapings around the 
granulating surface. They will adhere because 
the rich blood supply that exists that nature has 
thrown up there and is only anxious to protect 
any skin graft which may be applied by what- 
soever technique. 

Dr. Wm. M. Perkins, New Orleans, La—I 
arise just to say a word for the under dog— 
the Riverdin graft. First, I wish to congratu- 
late Dr. Crook upon such masterly grafting as 
brought a man a new foot and a new wife and 
thirty additional pounds of flesh. 

Out here is a Greek colony, arid a short time 
ago they had a horned rooster out there “im- 
ported from Greece.” Shortly afterwards an- 
other appeared, “imported at great expense.” 
They sold settings of eggs sired by those roosters 
at $4 per setting. It was found afterwards they 
had been grafting spurs on the heads of young 
roosters! Those Greeks as successful grafters 
surprise even Dr. Crook, as the results of their 
work are growing indefinitely. 

The doctor says the ladies take up the new 
fashions—and perhaps each lady prefers her own 
style of hat. I guess each one prefers his own 
graft technic. My pet technic for dressing grafts 
on limbs is to take two or three layers of gauze, 
much larger than the area to be covered, and 
wrap them thoroughly around the limb and let all 
the drainage occur through it. If it becomes 
necessary to drain through a graft, the gauze may 
be clipped. The gauze being wrapped firmly and 
smoothly around the limb, any amount of dress- 
ing can be applied to suit your taste. Slightly 
moistened gauze fits snugly and soon dries. If 
one puts it on carelessly it slips and tears off 
the grafts. I believe that the oiled silk and rub- 
ber dressing are more or less bad, especially in 
warm weather. 


Dr. W. W. Crawford, Hattiesburg, Miss.— 
Without wishing to prolong the discussion, I de- 
sire to relate very briefly a case of skin grafting 
that came under my observation a year ago, with 
this history: A woman of about thirty-five years 
of age, weighing about 190 pounds, had, eleven 
years ago, a case of puerperal sepsis following 
the birth of her first child. This sepsis was the 
complication of a very bad laceration. The end 
result of the puerperal fever was that all the mu- 
cosa of both vagina and endometrium were de- 
stroyed. The granulations incident to repair 
completely filled the uterus and vagina. There 
was nothing but the urethra to show the original 
location of the vagina. The patient, of course, 
did not menstruate for a period of eleven years. 
We undertook to correct the deformity for her. 
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We thought perhaps we might restore the vagina 
and at least make her more comfortable, because 
she was sutiering a great deal with bladder trou- 
ble, due to the fact that the bladder had fallen 
into original space occupied by vagina. We tun- 
neled out the original location of the vagina, hop- 
ing, as we got into it further that we could find 
at least some remnant of mucosa left. It was 
necessary to dissect the bladder and lift it up. 
We found the location of the cervix. Grasping 
it we tunneled out what we thought was prob- 
ably the original canal. We packed that and 
took two large flaps from the thigh, turning them 
in and making a new vagina. The skin grew, and 
it was only necessary to do a little additional 
skin grafting. As a result of this operation the 
woman has a restoration of the vagina, and, what 
is much move interesting to us, she menstruates 
each month painlessly. As I said, this operation 
was done about the first of December last year, 
and but for the integrity of the skin graft, it 
would not have been possible. 


Dr. A. C. Scott, Temple, Texas—Gentlemen, I 
do not wish to prolong this discussion, but it is an 
interesting one to me. I have enjoyed the paper 
very much, and feel that it is a little bit like some 
of the styles spoken of this afternoon. We are 
inclined to follow the styles, whether they are 
practical or not. 

I think in skin graft we should bear in mind 
those things which cause failure of skin grafting 
to grow. It does not matter how much you put 
on some of these grafts, some of them are going 
to grow. At one time my associate and myself 
had quite a dispute as to whether these grafts 
should be very thin or very thick, and one day 
we were working on a space where we had to 
cover 4x10 inches in size, and he planted his 
grafts on one end and I planted mine on the 
other, and his were all thick and mine were all 
thin. I was certain his would die out and he 
was as certain mine would. Neither died out, so 
that satisfied us as to whether they should be 
thick or thin. 

Most surgeons will recognize the fact that 
grafts do not grow well upon surfaces that are 
very septic. We know, also, where grafts are 
placed upon very fresh wounds, where they are 
still bleeding all over, that they may not grow 
so well. We know on fresh surfaces where we 
dress the wound and allow it to remain long 
enough for the oozing to cease, thin grafts placed 
upon the surface nearly all grow without much 
trouble. In considering the subject we know that 
profuse discharges are detrimental to the growth, 
and when 1% by 2 or 8 inches long are placed 
on, when the secretions increase underneath they 
do not lie in close contact with the capillary ves- 
sels beneath, and if they do not lie in close con- 
tact, they fail to get the proper nourishment and 
fail to take hold, so to speak, and are very much 
more apt to be lost. 

The writer of the paper spoke of perforating 
the graft. I was glad to hear him mention that, 
because I have been very much interested in that 
phase of skin grafting for a number of years. 
I think it was four or five years ago when I pre- 


sented a paper at Hot Springs, Va., upon this 
subject, in which I gave quite a lot of the details 
which we have been using for several years, and 
the main thing we laid stress upon was the ne- 
cessity of perforating these large grafts in order 
to keep the secretions from balooning them up. 

We find we can handle these grafts best by 
spreading them out on rubber tissue with the 
raw side up, than by using the rubber tissue, if it 
is wet; the skin surface is placed down on the 
rubber tissue, they will stick very closely, and 
we can perforate them easily, cut them into the 
sizes and shapes of the wounds we have to fit. 
We can make them triangular or almost any 
shape we wish, in order to fit the tissues being 
covered. 

There is just one thing that must be taken 
into consideration in placing skin grafts: There 
was a point mentioned by Dr. Martin, they must 
not be allowed to slide. I think Dr. Knox spcke 
of holding them down with adhesive plaster. It 
does not matter much how you hold them down, 
so you hold them long enough to get a good hold 
and train them, and many grafts which have 
taken hold pretty well may be peeled off if the 
dressing has been allowed to become filled with 
dry secretion then peeled off roughly, without 
consideration for the delicate tissues to which 
they are attached. 

After we have perforated the rubber tissue, 
cover in about the wound, place the raw side 
down, leaving the rubber tissue which has been 
perforated when the graft is right in contact 
with it, then any substance you want to put on 
there 1s all right, I think—the gauze, etc. 


Dr. Crock (closes)—There are distinguished 
and efficient “grafters” among the membership of 
this Association. This paper was originally writ- 
ten to be read in Virginia, but on account of the 
illness of my little boy, I did not get to read it 
there, and so brought it down here. I did not 
try to teach the Texans anything new about 
“grafting.” 

I had not thought of getting the sterile strips of 
adhesive plaster. I had always looked upon this 
as being unsterile, but the doctor says it comes 
prepared for that purpose. It is absolutely neces- 
sary to hold the grafts in position; and then you 
must provide for drainage by perforating the oil 
silk, and in large grafts perforating the grafts. 
I think the plan of cutting both at the same time 
a very good suggestion. 

I would be a little slow to use the vaseline, 
as suggested by Dr. Martin, because I believe the 
vaseline would have a tendency to cause the graft 
to curl up or slip off, but if the doctor has had 
favorable experience with it I am sure it is a good 
thing. 

In large hospitals, especially large emergency 
hospitals, where one has a case that requires a 
great deal of skin, one can nurse that along for a 
few days, when probably he will have an amputa- 
tion, and from this freshly amputated leg or arm 
can take all the skin he wants for grafting. This 
is done in large hospitals, where they have all 
sorts of cases on hand at the same time. 
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EYE, EAR, NOSE AND THROAT 


OCULAR MANIFESTATION OF FIFTH 
NERVE IRRITATIONS.* 


By Epwarp H. Cary, M.D., F.A.C.S., 
Dallas, Texas. 


The fifth nerve, its distribution and its 
possibilities have been treated seriously by 
a great many essayists the last few years, 
and a great many ocular disturbances which 
were not well understood have been ap- 
proached and relieved through measures di- 
rected toward the relief of sensitive areas of 
this nerve that have become disturbed and 
that have brought about a symptomatology 
difficult to understand. The branches of the 
fifth nerve which are distributed to the 
nasal membrane covering the upper part of 
the septum, the middle turbinal bone, the 
ethmoidal cells, the frontal and sphenoidal 
sinuses are the branches which largely bring 
about intra-ocular and extra-ocular irrita- 
tions that attract the best thought of the 
men who do opthalmological and rhinologi- 
cal work; and if there were nothing else to 
prevent a man limiting himself entirely 
to the practice of opthalmology, the peculiar 
inflammation of the eye so often traceable 
to nasal conditions would in itself make of 
every opthalmologist a persistent rhinolo- 
gist. 

Peculiar cases of uveitis heretofore con- 
sistently diagnosed as of specific origin 
quickly disappear with appropriate rhino- 
logical work. So-called hyalitis with marked 
transudates throughout the vitreous disap- 
pear with correct measures applied to the 
offending branch of the fifth nerve, which 
is either pressed upon or chronically in- 
flamed. Vaso-motor disturbances with cor- 
neal errosions, marginal or in the cornea 
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alone, rapidly heal when irritated areas in 
the nose are dealt with. In some cases in- 
tra-ocular tension, not accounted for in any 
other way, is rapidly reduced with the re- 
sumption of normal vascular aspect when 
the nasal distress is relieved; and in one 
case of retinal detachment, the absorption 
of the fluid back of the retina, where ten- 
sion of the eyeball was reduced, was exten- 
sively absorbed following corrective meas- 
ures directed to the branches of the fifth 
nerve terminating in the adjacent sinuses 
and membranes of the nose. So we might 
go on to recite numerous instances of ocular 
distress traceable to the irritation of the 
fifth nerve and quickly modified when the 
terminal filaments of this nerve have been 
relieved. I may go far enough to definitely 
declare that the symptomatology is as vari- 
able as the particular pathology which may 
involve certain localities in the distribution 
of this nerve. From my observation I am led 
to believe that the pathology which brings 
about these ocular distresses can be classi- 
fied as irritations due to pressure and con- 
stant disturbances, such as malformations, 
i. e., ridges upon the septum, ete. In the 
same way cystic middle turbinals, inflamed 
ethmoidals, particularly where there is no 
discharge or active process of any kind, in 
contra-distinction to infected sinuses where 
there is pus. The latter is not the direct 
cause of the ocular manifestations men- 
tioned. This condition is hard to explain 
and cannot be understood without a clear 
conception of the influence the sympathetic 
nerve system exerts, as a control or acceler- 
ator of the nervous impulses which originate 
somewhere, and are distributed elsewhere in 
a manner justifying the expression of “re 
flex disturbances.” For instance, the inhibi- 
tion of the nervous impulses to the vascular 
coat which we classify as the vaso-motor 
nerves, controls the blood supply and re- 
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sponds to known stimuli in a manner which 
is probably understood, i. e., as in hay fever. 
So it comes about that we have a reflex fre- 
quently occurring from an irritation, the lo- 
cation of which we have to seek, and when 
found the value is brought forcibly to our 
attention, particularly so when we learn 
to discriminate as to cause, and seek to dif- 
ferentiate between the peculiar appearance 
of these vascular disturbances. 

It is claimed the most general and best 
understood’ function of the sympathetic 
nerve is its vaso-motor action, and it is 
related that many observations have been 
made of the unilateral flushing of the face 
and neck which might be attended with no- 
ticeable hyperemia of the conjunctiva and 
narrowing of the palpebral opening. Jack- 
son, in a book compiled by Posey & Spiller, 
notes that he has seen hyperemia of one 
eye, especially of the conjunctiva with nar- 
rowed openings and slight tonic ptosis, fol- 
lowing influenza, and remarks that cases of 
this kind have not received the attention 
they deserve. He also notes that pulsating 
exopthalmos, when not due to gross lesions 
of the orbital vessels, may be regarded. as 
vaso-motor disorder. 

Parsons and Snowball claim that increase 
of the intra-ocular tension caused by stimu- 
lation of the peripheral portion of the cervi- 
cal sympathetic is not due to vaso-motor 
action but the contraction of the unstriped 


muscle of the orbit. The principal extra- 


ocular muscles of this character are those 
acting upon the lower or upper lids, and the 
fibres stretched across the sphenoidal and 
sphenoidal maxillary fissures, but there is 
general doubt cast upon the subject by the 
statement that its action is more likely ap- 
parent than real, the appearance being pro- 
duced by widening and narrowing of the 
palpebral opening. 

Weeks, claims regarding glaucoma that 
the testimony in our possession is not suffici- 
ently conclusive to enable us to say there is 
any constant change in the cervical symp- 


thetic peculiar to glaucoma nor is it suffici- 
ently conclusive to exclude the possibility of 
such change. 

Statistics from Wilder indicate that the 
simple form is the one most suited for it, 
next to the hemorraghic if that can be de- 
termined. Excision of the ciliary ganglion 
practiced by Rohmer has not been as effi- 
cient as excision of the superior cervical 
ganglion for the reduction of intra-ocular 
tension. The foregoing observations are 
based in a general way upon the influence 
of the superior cervical sympathetic and is 
only mentioned here to show that considera- 
tion has been given that phase of the sub- 
ject. Dealing more directly with the anat- 
omy: The sympathetic nerve supply to the 
eye and its appendages comes through the 
superior ganglion, which Mr. Langley calls 
a “relay station” of the sympathetic nerve 
supply for the head. From this ganglion 
branches fofm plexuses which accompany all 
the arteries distributed to the orbit and sur- 
rounding region, as well as_ the ‘other 
branches, mostly from the larger plexuses; 
the third receives such a branch at its point 
of division; the fourth as it lies in the walls 
of the cavernous sinus and from this plexus 
a direct branch to the ciliary ganglion; the 
fifth in the Caesarian ganglion; the sixth 
where it lies in close apposition with the 
carotid plexus, and the seventh at the stylo- 
mastoid foramen. In the orbit is situated 
the ciliary ganglion—this is about two mil- 
limeters long and one millimeter thick, and 
lies slightly to the temporal side, slightly 
lower than the optic nerve, eight to eleven 
millimeters from the foramen and fourteen 
to seventeen millimeters from the entrance 
of the optic nerve through the sclera. Its 
roots are distributed from the fifth nerve 
usually from the branch of the nasal just 
after entering the orbit. A filiament of the 
carotid plexus and filiament from the ocula- 
motor, usually from the branch supplying 
the inferior oblique, give off the short ciliary 
nerves which enter the posterior part of the 
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sclera and run forward between it and the 
carotid to the ciliary muscle and iris. Thus 
we have the sympathetic reaching all parts 
of the eye and its appendages, its special 
mechanism supplying the iris and ciliary 
body. The whole question, it seems to me, 
‘is understood anatomically but has been 
studied from the relative effect of the irri- 
tations of the ganglia in lower animals, con- 
clusions being drawn from the results ob- 
tained by stimulating the ganglion, 
whereas, the study of the pathological 
changes in the distribution of the fifth nerve 
and its influence in remote parts has its 
limitations and necessarily has not been suf- 
ficient to bring about any definite opinion. 
As a clinician, I have drawn my conclusions 
in spite of such limitations, disregarding 
the effect the ganglion has when irritated, 
my thought being centered upon what influ- 
ence an irritated nerve which must pass 
through the ciliary ganglion is likely to have 
upon the other fibres distributed from this 
ganglion. Right here permit me to say that 
I feel we should direct our attention to the 
further study of the latter phase of the sub- 
ject without regard to any conclusions which 
may have been drawn from a study of lesions 
of the cervical ganglion. I think it is pos- 
sible for zones of irritation within a given 
area of the nose to so disturb the ciliary gan- 
glion that the sympathetic nerve distributed 
through the ciliary ganglion will lose contro] 
of its function over the vascular part of the 
eye where the fifth nerve and sympathetic 
control and through the simplest irritation 
we may have this disturbed function mani- 
fested. In the ciliary branches distributed 
to the vesels running to the outer coats of 
the eye we have manifestations easily seen 
and of diagnostic value; whereas, the ciliary 
bianches that are distributed to the intra- 
ocular part of the eye are not easily observed 
and, as there are branches to nearly all parts 
of the eye, you can readily follow this 
thought and understand why the various 
coats or a single coat of the eye can be dis- 
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turbed without it readily coming under ob- 
servation. This depends upon the point ir- 
ritated and from whence the impulses come 
and their influence upon the ganglion. The 
sympathetic can in itself become so involved 
that it may excite or suppress all impulses. 
These distresses may reach the point of dis- 
turbed nutrition with corresponding dam- 
age, requiring time to repair, or it may be 
simply functional disturbances easily reme- 
died as soon as any acute nasal irritation 
is corrected—such as an acute cold. Intra- 
ocular pressure may not be disturbed per- 
ceptibly, yet you can intra-ocular 
pressure disturbed through prolonged 
vascular distress increasing the pressure, 
giving us certain types of uveitis repeatedly 
occurring, finally leading to secondary glau- 
coma due to this intra-ocular pressure. On 
the other hand, you may have a marked dis- 
turbance in the function of the ciliary gan- 
gloin following repeated occurrences of the 
vascular distress, bringing about a suppres- 
sion of all impulses of vascular control and 
the intra-ocular tension may fall from mere 
lack of function of the ciliary processes and 
ciliary body which secretes the fluid that 
sustains the intra-ocular pressure, and in 
this way lead to isolated cases of detached 
retina. 

Before concluding, I wish to say that I 
have observed a few cases of vernal catarrh. 
Most of the cases I have seen occurred in 
old trachoma lids where there has been ad- 
ditional membrane to become -highly irri- 
tated and inflamed. Conditions coincident 
to the development of nodular masses on the 
conjunctiva were controlled by destroying 
areas where the impulses were generated. 
These areas are in the nasal membrane which 
are boggy and in contact with the turbinal. 
The nodular masses in the conjunctiva and 
corneal invasions rapidly subside and vision 
is restored; whereas, the treatment of the 
eye itself would be of no consequence. I 
have seen several cases of conjunctival dis- 
tress simulating both trachoma and vernal 
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catarrh rapidly subside from nasal care. The 
impulses apparently stimulating the ciliary 
ganglion have brought about trophic dis- 
turbances which simulate these diseases. 
Who has not seen certain types of conjunc- 
tival distress with photophobia in children, 
simulating trachoma, and not relieved with 
the usual treatment for trachoma, rapidly 
cured after the removal of adenoids tissue, 
the secretions from which irritated the 
nasa! membrane sufficiently to disturb the 
fifth nerve distribution. Removing the 
cause, the nasal membrane promptly im- 
proves along with the symptoms. 

The histological explanation of the fore- 
going can be based upon the fact that in the 
substantia propria is found lymphatic tis- 
sue and sometimes true lymph nodes. In 
some diseases there are unusual marked pro- 
-ductions of these lymph nodes which are as- 
sociated with epithelial crypts, which led 
Henle to regard them as of gland formation. 
Small glands with structure similar to that 
of the lachrymal gland are also present in 
the palpebral conjunctiva along with the 
lachrymal gland, and are found in the upper 
lid at the outer angle of the fornix. <A simi- 
lar gland also occurs at the mesial angle. 
The lymph nodes above referred to occur in 
or near the fornix. 

The nerves distributed to these glands 
are the fifth and sympathetic. The nerve 
filiaments end as end bulbs in the con- 
junctiva in simple endings about the epithe- 
lial cells, the sympathetic nerve supply, the 
tarsal and other lid glands and blood ves- 
sels. The sympathetic fibres end in a sim- 
ple manner in the gland cells, each and every 
cell having a filiament of this nerve dis- 
tributed to it, and any irritation at a dis- 
tance can reflexly involve and disturb the 
metabolism of a group of cells bringing 
about nodular masses which disappear with 
che removal of the cause. Whether it is a 
result of a toxemia or a disturbed meta. 
bolism or nerve filament distributed in the 
nose, bringing about any unusual energy 
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which might be expressed in unusual im- 
pulses, finally destructive in themselves, is 
a question yet to be settled. Many men writ- 
ing upon this subject consider it an infec- 
tion, and that this infection is the cause of 
all the changes which have been described. 
For my part, the conditions I have touched 
upon in this paper are not associated with 
pus or pus formation, and inasmuch as many 
change rapidly and completely in such short 
time when the areas are destroyed that pro- 
duce the trouble, I cannot help but exclude 
the question of infection and believe it to 
be a condition associated, as intimated, with 
distorted impulses or waves of energy un- 
usual and finally destructive of remote 
parts, due to the influence of sympathetic 
nerve disturbance which governs, in a man- 
ner, the nutrition of the parts involved. I 
am willing to grant that toxemia based upon 
absorption of toxins might be the stimuli 
producing these impulses, and between these 
two views the field is ripe for further inves- 
tigation. 

So we might elaborate as to the fifth nerve 
and its many idiosyncrasies. The key, as I 
understand it, is the recognition of the pe- 
culiar appearance of the vascular distress of 
the eye and the changes which involve the 
conjunctiva and cornea, the observation of 
which will lead you to seek the particular 
places which might be the seat of the trou- 
ble. I could relate specifically, cases of 
extreme interest, involving, as I have indi- 
cated, all parts of the eye, the pathology of 
which was understood from its appearance 
to be the result of certain fifth nerve dis- 
turbances. Cases that a diagnostician can 
differentiate and at the same time not allow 
himself to be misled with the belief that all 
ocular troubles are the result of nasal irri- 
tation. 


DISCUSSION. 


Dr. T. W. Crowder, Sherman, Texas—I feel 
that this is too important a paper for us to let 
the discussion lag. As Dr. Cary mentions in his 
paper, the tendency now is to consider all of 
these manifestations of a toxic origin, but we 
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see so many cases without any pus formation in 
which we have these same manifestations. This 
paper deals with the ocular manifestations of 
fifth nerve irritation, and now we find it just as 
true in the reverse of this subject, that is to say, 
manifestations in the remote distribution of the 
fifth nerve of ocular origin. I now have in mind 
a case which emphasizes this point. The patient 
was a doctor’s son, who was brought to me suf- 
fering intensely with headaches and complain- 
ing of marked obstruction in his nose, simulating 
hay fever very much, with the exception that the 
symptoms were much more exaggerated during 
the winter while the boy was in school than dur- 
ing his summer vacation. Upon examination of 
eyes I found a decided hypermetropic astygma- 
tism, which I corrected with glasses, and gave 
absolutely no treatment for nose. In less than 
ten days after he began wearing his glasses he 
reported to me that his headaches were entirely 
relieved and the trouble in his nose had com- 
pletely disappeared. If we would investigate 
more closely for points of irritation in the dis- 
tribution of the fifth nerve, I am sure we would 
be very much aided in the handling of some of 
our stubborn eye, ear, nose and throat conditions. 


THE METHOD AND VALUE OF A 
BLOOD-CLOT IN A MASTOID 
OPERATION.* 


By Frank D. Boyp, M.D., F.A.C.S., 
Professor of Oto-Laryngology, Texas Chris- 
tian University, 

Ft. Worth, Texas. 


The use of “Blood-Clot” to promote early 
filling of the so-called dead space of the mas- 
-toid wound, and incidentally to obtain pri- 
mary healing of the outer wound, has added 
an interesting and instructive chapter to our 
knowledge of mastoid surgery. 

Since the bone operation does not differ 
from that in which the open method of after 
treatment is used, the whole procedure may 
be described in rather a brief manner. 


THE PREPARATION OF THE PATIENT. 


The operative field is exactly as described 
for the old method; the drum membrane, 
though showing a fairly large perforation, 
should be reincised in order to provide the 


*Read in Eye, Ear, Nose and Throat Section 
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freest possible drainage from the tympanum. 
The post-auricular incision through the soft 
parts differs from that used in the old oper- 
ation. It should be made a little farther be- 
hind the post-auricular attachment; it 
should commence at the tip and be carried 
upward, following a curved linear direction, 
parallel with and one-half inch behind the at- 
tachment of the auricle. Especial care 
should be taken not to injure the periosteum. 
Unless it be absolutely called for, the sup- 
plementary horizontal or “T” incision should 
be omitted, and the primary incision should 
be made one-fourth inch farther back from 
the auricular attachment. This additional 
space is available for the bone operation. 

When the bone operation is completed, the 
cavity is washed out with a normal salt so- 
lution, dried, and then allowed to fill with 
blood. The anterior and posterior flaps are 
then brought together, the edges carefully 
approximated, and held together by Me- 
chelle’s skin clipps (this, however, is a mat- 
ter of preference, as some might prefer in- 
terrupted sutures of cat or silkworm gut). 
In this way the wound is entirely closed ex- 
cept at the lower end, which is left open; the 
lower portion should be left free for serous 
out flow. Over this a large protective dress- 
ing of sterile gauze is applied. 

The post-operative treatment consists 
chiefly of daily changes of the protective 
dressing. One should be very careful not to 
infect these wounds. At the same time a 
wound treated in this way is not half so 
liable to become infected. The clipps are re- 
moved on the fourth day, and this, in my 
judgment, has a great advantage over the 
sutures, as you have to leave the sutures 
from five to seven days. In favorable cases 
the wound so far as future care is required, 
has every appearance of and is healed in 
from four to eight days. 

The facts which its advocates urge in favor 
of the adoption of this operation may be 
stated as follows: 


First—The blood-clot itself has been 
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proved to possess a decided bactericidal 
property, and this is depended upon to coun- 
teract any germs left in the wound, and to 
prevent any infection. 

Second.—In surgical diseases and in- 
juries of the long bones, the use of the blood- 
clot has provided a reticulum or scaffolding 
upon which new tissues have seized ; the clot 
then becomes quickly organized and finally 
converted into permanent osseous tissue. 
The cavity resulting from mastoid operation 
is regarded as providing a favorable field 
for this conservative process. 

Third.—In actual experience a large pro- 
portion of cases operated upon by this 
method have been successful in our hands. 

Fourth.—The blood-clot operation saves 
much pain and discomfort, and in the case 
of wage-earners, the loss of time from work 
is only a small fraction as compared with 
the post-operative period of the old method. 

As to the danger of the closed wound in 
case infection should occur, the remaining 
focus of infection would involve the blood 
clot itself, sooner, than normal living tissue. 
The natural tendency when a sufficient 
amount of septic material has been left -in 
the wound to interfere with natural healing 
is toward destruction of the clot, consequent- 
ly breaking down of the wound margins. 
Hence, the dangers to life are purely hypo- 
thetical. 

Should the blood-clot break down during 
the period of its protective viability, it re- 
sults in the formation of foundation granu- 
lations, act as a _ basis for subsequent 
repair, with speedier and more satisfactory 
healing of the wound. 

The blood-clot method has its disadvan- 
tages as well as its advantages, in that the 
vault, should it become infected, would have 
to be drained backward through the aditus 
into the space formerly constituting the an- 
trum. In blood-clot operations we are de- 
prived of the use of the aditus as a means 
of draining the vault. 

Bacteria and their virulency in a mas- 


toid are always an unknown quantity, vary- 
ing in each case, therefore it is essential to 
completely exenterate all the cells of the 
mastoid before the blood-clot is attempted, 
for fear that there are some hidden bacteria 
that might overcome the resistance of the 
tissue, in which instance the blood-clot of- 
fers the best culture media for a prolific 
growth. When a mastoid comes to a sec- 
ondary operation, the operator usually finds 
some infected cells, which were not removed 
at the original operation. (The zygomatic 
cells and behind the lateral sinus are the 
most likely to be overlooked.) I am per- 
suaded no one will accuse us of recklessness 
or disregard for operative results after read- 
ing the reference to more than twenty-five 
cases of blood-clot mastoid. Among this 
number we report the following cases: 


(1) A. B. F., female, age 4, had la grippe some 
three or four months previous to operation. 
Three weeks prior to operation, she complained 
of acute pains in right ear, followed by rise in 
temperature. Three days later had bloody dis- 
charge from her ear. She came to our oftice on 
March 3, 1914. Upon examination, we found she 
had a marked swelling and tenderness over mas- 
toid region, with temperature of 102 degyees. 
We advised an immediate operation, and she was 
sent to the hospital and operated on that same 
afternoon. After the routine preparation was 
made, we made our incision well back into the 
edge of the hair, so as to obviate the ugly scar 
which sometimes results from the mastoid opera- 
tion. We found the pus had buried the perios- 
teum, which necessitated our doing the regular 
mastoid operation. The wound was allowed to 
fill with blood and the edges approximated as 
before described. A> catgut drainage was placed 
in the lower extremity of the wound to permit 
the escape of the serum. This also prevents 
post-operative swelling. Twenty-four hours later 
the patient’s temperature was normal and at the 
end of the fourth day, she was removed from the 
hospital to her home. On the sixth day she was 
brought to the office and on the seventh day dis- 
charged without the evidence of a scar, except 
a hair line mark, which is obvious on very close 
inspection. 

(2) and (3) O. P., female, age 8, and M. C. P., 
male, age 3, brother and sister. Had scarlet 
fever, followed by severe pains in ear at the be- 
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ginning of the second week. A myringodectomy 
was done by the family physician, followed by a 
profuse discharge from the ear. This continued 
for three or four weeks and then dried up. 
Swelling and tenderness was noticed over the 
mastoid region, followed by pain and rise of tem- 
perature. These patients were referred to us by 
the family physician for an examination. We 
recommended that a mastoid be done. These pa- 
tients were sent to the hospital and prepared 
for operation, and operated on the following 
morning. On opening the mastoid, the cavity was 
completely filled with pus. Nature had largely 
done the operation, by destroying the mastoid 
cells. After thoroughly cleansing the wound we 
decided to take changes on a blood-clot. The 
mastoid cavity was filled with blood and closed 
as before. It was dressed the first time on the 
morning of the third day. On the fourth day 
the skin clipps were removed and patients were 
taken to a private boarding house. They came 
to the office each day for dressing, for three 
days, then dismissed, and were taken home more 
than one hundred miles away. Made a complete 
and uneventful recovery. 

(4) Jno. W., age 6, male; double mastoid, fol- 
lowing a case of ambulatory la grippe. He came 
to our office complaining of severe pains in both 
ears; upon examination we found the drum mem- 
brane badly inflamed and bulging, with tender- 
ness and swelling over both mastoids; temperature 
was 103 degrees, and patient very restless. We 
advised a double mastoid with blood-clot. Pa- 
tient was carried to the hospital and operated on 
the same evening. The old form of operation 
was done. Upon opening the mastoid, we found 
the cells filled with bloody pus. The blood-clot 
method was carried out as before described. 
Twenty-four hours later, temperature was prac- 
tically normal, the child was resting well. On the 
third day, dressing was changed. Fourth day 
skin clipps were removed, and the child was taken 
home. On the fifth day and sixth, patient was 
brought to the office for dressing, and the sev- 
enth day was dismissed. Made a complete and 
uneventful recovery. : 

(5) H. C., age 3% years, male. He came to 
our office on January 1, 1914, with an incomplete 
mastoid history. Gave history of having re- 
peated risings in right ear, followed by rise in 
temperature and ear ache. This condition had 
continued over a period of six weeks, and child 
had lost considerable weight, and complained of 
a tenderness over mastoid region, but no swelling. 
After thorough examination, we advised a mas- 
toid operation, although there was no bulging of 
drum membrane which seemed to be completely 


closed, notwithstanding repeated abscesses, as 
above described. Upon opening the mastoid we 
found tip cells to be completely filled with a thick 
creamy pus. A complete mastoid operation was 
done, the cavity thoroughly cleansed with saline 
solution, then filled with blood-clot. The wound 
was closed as above described. On the fourth 
day, skin clipps were removed, and the patient 
taken home; on the eighth day he was dismissed 
from office as cured. Practically no signs of the 
operation were left except a hair line scar well 
back in the edge of the hair. 


DISCUSSION. 


Dr. L. Haynes Buxton, Oklahoma City, Okla. 
—This method of procedure in dressing follow- 
ing simple mastoid operations has been reported 
to the profession by operators for several years, 
but today after listening to the interesting and 
very favorable reports of Dr. Boyd, and such 
clear reports of the cases that the essayist has 
given, I am sure that we must admit that this 
method of dressing is worthy of a more exten- 
sive use. The element of time in these younger, 
and older cases as well, is worth considering. 
The rapidity of placing these patients outside of 
the hospital at so early a date makes the use of 
this method of dressing in more of our cases de- 
sirable. The doctor does not infer that this meth- 
od applies at all to extensive or radical operations, 
but only to simple mastoid operations. If we can 
discharge our patients in four or five days, it is 
a very much superior method to the old method 
of packing that has been a routine practice by 
many for years. Not only this, but the method 
obviates the painful afterdressing with packs, 
which in nervous children is so distressing. We 
should always seek for those methods that will 
give the most rapid results with the least hos- 
ee expense and annoyance to our patients. 

ven if a failure of union result in a few cases 
and a redressing be necessary, it does not over- 
pr cones the very excellent results in the majority 
of cases. 


Dr. Arthur Irving Weil, New Orleans, La.— 
I am very glad to hear the good results reported 
by the essayist, in a way, and in a way I am not, 
because I am not convinced that theoretically the 
blood clot operation has appealed to me always. 
Of course, it does not require very much argu- 
ment to convince us that if we can take an oper- 
ation in which the after treatment ordinarily 
requires six or eight weeks, which is the ordinary 
time which the mastoid runs, and get the same 
result in cne or two weeks, the advantages are 
tremendous. That appealed to me, and I have 
tried, I don’t know in how many cases, I have 
tried this blood clot method of healing, and I 
have yet to have a successful case. 

Now, I imagine that the reason for that is 
that my methods must have been faulty in some 
way, although I followed the directions as given 
in the literature. I am going to try again, but 
in the last year I have had some unpleasant ex- 
periences with the blood-clot method. In two 
cases I had a very unpleasant complication, that 
is, on the second day the patient complained of 
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pain in the neck, and the pus penetrated down 
along the sterno mastoid muscle, so that it be- 
came necessary to make an incision down in the 
neck to drain out the pus through this. counter 
opening. In the ordinary open method I don’t 
think this complication would have occurred. 
Consequently, I feel rather chary about trying 


‘this method again, but it appeals to me so 


strongly, and the arguments in its favor are so 
great that I am going to see if it is possible to 
improve my technique if the fault has been mine. 
I don’t think it is possible that my cases have 
always been the unfortunate cases, the other 
doctors getting the favorable ones, and if there 
is anyone who can suggest where I have been 
faulty in my technique I should be glad to hear 
from him. 


Dr. Homer Dupuy, New Orleans, La.—I have 
had sufficient experience with the blood-clot meth- 
od to know its absolute limitations. When we 
think of the objects to be accomplished by the 
mastoid operation in acute mastoiditis, namely, 
the protection to life, and not less important, pos- 
sibly, the protection of the hearing, we can see, 
therefore, that there must be but the very small- 
est number of cases in which the blood-clot can 
be safely applied. The mastoid antrum is now 
regarded as the accessory cavity of the middle 
ear. In sub-acute mastoiditis some cases are op- 
erated because, plus other symptoms, they have a 
free otorrhea. The object of the operation, plus 
the protection to life, is to drain the middle ear 
from behind, and we must make sure to keep the 
antrum open as long as possible, so as to freely 
drain the middle ear from behind, and thus pro- 
tect the delicate middle ear’s structures from 
the constant presence of infected secretions. 
Therefore, the more experience I have with this 
method the more I limit my cases purely to those 
in which there is a slight discharge from the 
middle ear and they are mighty few and to those 
in which possibly only the antrum is involved. 
Of course a sinus exposure either pathological or 
operative would, to my mind, be a contraindica- 
tion for the blood-clot. It certainly is not a safe 
proceedure as a routine measure. 


Dr. John L. Burgess, Waco, Texas.—My expe- 
rience in mastoid surgery having been almost 
wholly private practice, and practically no clin- 
ical work, is more or less limited. We who prac- 
tice in Texas, I don’t believe, get the same propor- 
tion of mastoids as those of you who are in, espe- 
cially, the larger cities and have large clinics. I 
did my first blood-clot operation some twelve 
years ago, following the operation of Blake, of 
Boston, and I followed his technique, and in do- 
ing this I was particularly careful in choosing 
the sclerotic mastoid. As ‘you know, the percent- 
age of sclerotic mastoids is very few. I have used 
it in special cases. I used it in one acute case 
which was a complete failure. Now, I don’t feel 
that we should condemn when we have not had 
sufficient experience to develop a perfect technique 
in this case. As to drainage of a mastoid, if we 
had a perfect mastoid operation in acute mas- 
toids, we clear and cleanse that cavity. We 
leave no infected cells or debris from infected 
parts, and we have a surgically clean cavity. 
There should be no hasty condemnation of the 
blood clot, I speak from a scientific point. We 
judge everything from a surgical point, by re- 


sults, and I must say that Blake, of Boston, and 
Wright, of Boston, his principal follower, have 
certainly got results. I believe it was Dr. Wright 
who last year showed us and reported a series of 
cases running into quite a number, hundreds, 
and he tells me he does his blood-clot operation 
in practically all mastoids, that is, simple mas- 
toids, regardless of infection, and his results are 
beautiful, and I feel that it is at least worthy 
of investigation; and then the rapidity with 
which they heal, when you are successful, when 
you can dismiss from the hospital with a closed 
wound, and practically clean, within seven days 
after the operation, I think it is at least worthy 
of consideration. I want to thank Dr. Boyd for 
hearing his valuable paper. 

Dr. Boyd (closes)—I wish to state that the 
greatest importance in the beginning is to do a 
complete exenteration of all the diseased parts, as 
you would in any mastoid operation. 

Of the 25 cases that I have mentioned, there is 
only one that was broken down, and that, of 
course, was treated as you would an ordinary 
operation, namely—the open method. 

The great point to be gained is the very early 
recovery, and, to do away with the horrible con- 
dition of packing these cases from day to day 
until they are well. As I stated in my paper, this 
is only done in selective cases; especially is it 
performed in acute conditions, found so much 
among children. I wish to commend it to you. 


REASONS FOR OPPOSING THE OPTOM- 
ETRY BILL. 


[Eprror’s Note—This letter was the cause 
of Governor Henderson, of Alabama, vetoing the 
optometry bill. It so clearly sets forth the dan- 
gers of optometry as a profession that we be- 
lieve that ophthalmologists generally will be in- 
terested in reading it and that many will pre- 
serve it for reference when similar legislation is 
sought in other states.] 


- 


~ MonTGOMERY, ALA., October 2, 1915. 
Hon. Chas. Henderson, 
Governor of Alabama. 

DeaR Sir: Permit me, very briefly, to set 
forth some of the reasons why the bill purport- 
ing to regulate the practice of optometry in 
Alabama should not become a law. 

The Supreme Court of this state has decreed 
that any person who essayed to correct abnor- 
malities existing in human beings by any meth- 
od or means whatsoever was, in truth, engaging 
in the practice of medicine and, consequently, 
must first measure up to certain prescribed re- 
quirements which would make him, at least, not 
an unsafe man to assume such responsibilities. 
These requirements are clearly set forth in the 
laws now in force regulating the practice of 
medicine. 

The special field of work proposed to be cov- 
ered by the so-called optometrist, who, in reality, 
is an optician, and an optician has ever been 
considered a tradesman—is a branch of ophthal- 
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mology, which, in turn, is a most important field 
of medicine. 

Further, this bill specifically denies opticians 
the right to use drugs, and justly so; because 
the careful use of drugs requires a medical edu- 
cation, and the careless use of even one drop 
of atropin may destroy the sight in a glaucoma- 
tous eye. Yet there is complete unanimity of 
opinion among the trained scientific oculists the 
world over that vision cannot be accurately de- 
termined and defects therein properly remedied 
until the muscle of accommodation within the eye 
is first suspended by a drug. Practically all con- 
cede that a drug is necessary in every case where 
the eyes of children are examined, and all agree 
that in a majority of instances a drug is needed 
in the examination of the eyes of adults. 

If this be true, then this bill should not be- 
come law; because the definition at the outset of 
the bill precludes the use of drugs. In my opin- 
ion. for this state to license men as qualified to 
examine eyes, when by the very terms of their 
license they cannot do the work, would result in 
putting the state itself in the position of being a 
party to a false pretense. It would be a gross 
betrayal of trust, on its part, to unloose on an 
unsuspecting public a horde of half-baked, inex- 
perienced men to care for the abnormalities of the 
most delicate organ in the body, and yet to with- 
held from them the use of one of the most essen- 
tial weapons of their warfare. 

Again: Could the human eye be looked upon 
as an independent physical window, totally dis- 
connected from the various other organs of the 
body, then one might see some justification for 
the claims of the adherents of this bill. But is 
this sc? Every thinking person knows that the 
human body is so delicately attuned; each organ 
so correlated with the other as that disorders in 
one part of the system are likely to be reflected 
throughout the whole, or some other part of, 
the system. Ask the sufferer from Bright’s dis- 
ease what was the earlier symptom of his trou- 
ble. Most often his reply will be: “Trouble with 


my vision.” Ask the sufferer with a beginning 
brain tumor what were his earlier symptoms. 
Most often the reply will come: “Trouble with 
my vision.” 

Many other examples might be cited; but these 
will suffice to show that bodily diseases mani- 
fested in the eyes need, and must have, early and 
proper diagnosis for their successful treatment. 

The plea, in defense of this bill, is being fatu- 
ously made that the rural districts need protec- 
tion from the itinerant spectacle vendor. There 
is no more reason for special legislation #9 pro- 
hibit the spectacle peddler than any other class 
of peddlers. If any restraint must be thrown 
around the itinerant vendors, it should properly 
be in the enforcement of existing laws, or else 
by the enactment of regulations which are not 
a direct thrust at the educational system of the 
state. 

Another view of this matter demands careful 
consideration. It is safe to assert that a commer- 
cial feature is closely interwoven into the threads 
of this bill. Should the state place its stamp of 
approval upon it, not alone would it lull the in- 
nocent sufferer into a false sense of security by 
magnifying the importance of the so-called op- 
tometrist, but it would enable him to obtain 
prices for glasses far beyond their intrinsic 
value. 

To say that other states have pased laws sim- 
ilar to the one under consideration—just as they 
have so passed laws licensing osteopaths, chiro- 
practors, and other cults, which Alabama has 
not, as yet, done—is no reason why this state 
should permit to be battered to the ground the 
high standards of qualification to practice med- 
icine now obtaining in Alabama. 

Trusting that you, in your wise judgment, will 
see that Alabama makes no such mistake, I beg 
to remain, Very truly yours, 


J. N. BAKER, 


President Medical Asociation of the State of 
Alabama. 
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EDITORIAL DEPARTMENT 


NEW IDEALS IN MEDICINE. 


For centuries the Oath of Hippocrates 
was solemnly read to the young graduates 
in medicine, and it was accepted by them as 
their guide in the paths of rectitude through- 
out their professional lives. The Hippocratic 
Oath should still be the creed for physicians, 
but medicine has progressed more than any 
other profession; and with its advancement 
have come new responsibilities. There is 
such great difference now and in the days 
that have passed in the methods of practic- 
ing the art of healing the sick that there is 
need for adding new ideals. The sentiments, 
expressed in chaste and beautiful language, 
on aard received during the holidays from 
Dr. Stewart Roberts will appeal to every 
true physician who attempts to practice 
modern medicine. We offer it as a corollary 
to the ancient creed of phyiscians. 

The beginning of the new year is ordi- 
narily the time for making resolutions, but 
the beginning of each month, of each week 
and of each day should offer the occasion to 
resolve to aim at higher ideals and then to 
strive each day to live up to them. The earn- 
est, conscientious physician who makes as 
his resolution the sentiments expressed by 
Dr. Roberts, and then lives up to them, will 
achieve greater values during the year 1916 
and in the years to come than ever before 
dreamed of, and his life will be an inspira- 
tion to others in the practice of the noblest 
of professions. 


AN IDEAL OF MODERN MEDICINE. 


Whenever and wherever my work, by day or 
night, in peace or war, on land or sea, in labora- 
tory or office, home or hospital, classroom or open 
field, may I be patient, poised and thorough; loyal 
to science and to men, unselfish in labor and pure 
in life. May I hold that science is better than 
gold and men than greed, that service is propor- 
tionate to preparation, and reward to labor. May 
I use drugs only when indicated, diagnose before 
I treat or operate, clean before I deliver, use my 
laboratory, preserve a sense of proportion, respect 
but not worship my own opinion, seek consulta- 
tion often, be slow to judgment and cautious in 
word and deed, and mingle in mind and touch 
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with medical men. In the laboratory may I keep 
my records, in clinical cases my histories, and be- 
tween them and me preserve the accuracy of 
truth. .May I be strong with the weak, righteous 
with the wicked, wise with the foolish, honest 
with myself and kind to all men. May I avoid 
professional comparisons and sensitiveness, speak 
well of those of the household of medical faith, 
shun jealousy and eschew envy, follow progress, 
beware lest the demands of life chill my enthusi- 
asm for study and knowledge, play sometimes 
and wander when I may. May I take injustice 
gracefully, disappointment easily, fight disease 
cheerfully, death hopefully, believe victory and 
defeat equally a part of the larger plan, and rise 
from both fresh for repeated conflicts. May I 
remember that I am heir to the same diseases as 
my patients, must meet the same death, pass with 
them beyond the River, and may I go with a smile. 


MEDICINE: A PROFESSION OR A 
TRADE. 


In the Boston Medical and Surgical Jour- 
nal of Nov. 4, 1915, Dr. Hugh Cabot devotes 
his attention to the question whether medi- 
cine is a profession or a trade. After a de- 
served compliment to the doctors of a past 
generation and their accuracy of judgment, 
he goes on to say that “judgments of char- 
acter have given way to assortments of data, 
and, whereas a practitioner of a generation 
ago was profoundly influenced in his deci- 
sions by his study of the individual, the con- 
sultant of today may almost arrive at his 
opinion without ever seeing the patient.” 
He thinks the division of medicine into spe- 
cialties has sounded the death knell of the 
general practitioner. His place is taken by 
groups who have some hospital or some emi- 
nent individual as a center round which 
they revolve. The result is to divide and 
subdivide the profession; to render it less 
personal and more mechanical; to reduce 
each individual into a mere cog in a ma- 
chine, and to greatly magnify the cost of 
medical and surgical service. This lack of 
personal relations between patient and phy- 
sician, the increase in professional expenses 
and the growing dependence of all but the 
most eminent upon the good will and rec- 
ommendation of those much inferior in at- 
tainments has resulted in political practices 


and secret agreements of the most repre- 
hensible character. Such a group so con- 
stituted tends to unify the efforts of a 
coterie to command, through its friends, the 
medical resources of a neighborhood, regard- 
less of the rights or necessities of those out- 
side the group. Dr. Cabot thinks compe- 
tition for money is the root of the evil, but 
it is a root hard to eradicate, for it is based 
on human necessity, which is said to know 
no law. Every doctor will make a living if 
he can, and when he sees a group working 
together and leaving him out, he is apt to 
cry “ring!” and proceeds to work for prac- 
tice in the way that he thinks most likely 
to succeed. 

And thus, before we know it, medicine be- 
comes a trade based upon competition most 
keen. Dr. Cabot’s remedy for this business 
competition is the paying of salaries to all 
physicians, salaries paid either by the state 
or by some institution or hospital. In other 
words, medical practice must be taken over 
by the state or by medical institutions. 

As he seriously objects to the first of these 
alternatives, only the second remains. This 
would seem to imply that hospital treat- 
ment should be the rule and not the excep- 
tion. 

It seems to the Journat that the horizon 
of Dr. Cabot’s vision is limited to regions 
where hospitals abound. Those villages, 
towns and settlements where such are un- 
known, where the cross-roads doctor does 
his own appendectomies and amputations 
hundreds of miles from hospital groups, are 
left out of consideration. Yet such regions 
are numerous in every state, and in some are 
the rule. 

The fact is that our young men have been 
too dazzled by successful specialists to real- 
ize the usefulness and dignity of general 
practice. 

Some day there will be a rule that no 


physician shall assume the position of spe- 


cialist until he has demonstrated his worthi- 
ness by ten years of successful general prac- 
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tice and has appeared before a board of the 
specialty to which he aspires and satisfac- 
torily passed the examination. Then the 
dignity of medicine in all its branches will 
be elevated once more from the level of a 
trade to the high plane of a profession. 


“DE SENECTUTE,” OR CONCERNING 
OLD AGE. 

Mankind is no longer satisfied with the 
biblical allottment of three-score years and 
ten as the natural period of life. Old age 
has been postponed at least a decade. The 
“Jean and slippered pantaloon” of Shake- 
peare is transformed into the neatly 
dressed citizen who shares the enthusiasm 
of his grandchildren for athletic sports. 

Several circumstances help to account for 
this postponement of senility. When the 
elderly person is ill he is no longer bled and 
purged by a Dr. Sangrado, but is dieted and 
fed and bathed and encouraged, so that in- 
stead of succumbing to violent measures his 
constitution is re-enforced and he takes a 
fresh start in life. The excessive use of 
alcohol, the profuse eating of meats and 
highly spiced dishes and the excitements of 
the gaming table and the race course, all of 
which caused a strain on the arterial sys- 
tem tending toward sclerosis, are now the 
exception instead of the rule. The impor- 
tance of physiological rest, the value of veg- 
etables and fruits in the diet, and the ad- 
vocacy by the medical profession of proper 
exercise and the free use of water internally 
and externally are all valuable elements in 
the reform. Even yet the value of rest and 
relaxation combined with proper exercise 
free from exertion, for the man or woman 
past fifty, is not appreciated as it should be. 
If work must be done during the autumnal 
years, its hours should be few and inter- 
spersed with brief periods of rest, and any 
“exercise” should be of an opposite character 
from the labor. The brain worker should 
read trashy novels and take brief walks. 


He can accomplish more in the output by 
doing so and with less wear and tear to him- 
self. The most treacherous element in the 
conservation of health is the exercise. Too 
many people confuse it with exertion, and 
exhaust themselves with walking, horseback 
riding, rowing or the dumb bells. The fact 
is that for many aged people sufficient mus- 
cular motion to maintain health can be pur- 
sued within the home. It is said that a cer- 
tain widely known U. 8. Senator, who was 
considered down and out for many months, 
and who now, in spite of his age, is active 
in his public duties, takes his exercise lying 
flat on his back before rising in the morn- 
ing, kicking violently and threshing about 
with his arms. Anyone who will try the 
experiment one time will be readily con- 
vinced that it is easy to carry this form of 
exercise to the point of exertion. The food 
of elderly people cannot be specified in any 
table of calories. It should be that which 
experience has taught them best agrees with 
them. They should, however, eat slowly and 
masticate thoroughly, and if they have been 
accustomed to smoking, two or three cigars 
or pipes a day will do little harm, but it is 
best not to use tobacco in any form. In this, 
as in all things, moderation must be the 
rule. In one thing only can they safely 
indulge themselves freely, and that is their 
hours of rest and sleep. 

The one matter that is apt to be trouble- 
some is constipation. For this we have two 
sovereign remedies, apples and olive oil. If 
these are freely combined with the diet, the 
constipation generally disappears. 

The aged should take life easy, that it may 
be long and pleasant. But all the time and 
everywhere they must beware of crowds, for 
therein lurk those fatal foes, la grippe and 
pneumonia. 


GOVERNOR HENDERSON, OF ALA- 
BAMA, VETOES THE OPTOME- 
TRY BILL. 


In a number of states the optometrists 
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have succeeded in securing legislation which 
most thoughtful medical men, particularly 
the ophthalmologists, regard as fraught with 
danger to the public. In Georgia, however, 
and in Louisiana and in several other 
states, the opposition to the “optometry bill” 
led by such men as Dr. H. H. Martin, of 
Savannah, and Dr. Oscar Dowling, of Louis- 
jana, was strong enough to defeat the meas- 
ure before the legislatures. 

In Alabama the optometrists were able to 
enlist as their advocates several of the lead- 
ing physicians in the State, and, surprising 
to relate, the Medical Association of the 
State of Alabama endorsed the optometry 
bill. The optometrists were so well organ- 
ized, and proved such skillful lobbyists, that 
their bill passed both branches of the legis- 
lature by large majorities, and would have 
become a law in Alabama had not Dr. J. N. 
Baker, President of the State Medical Asso- 
ciation, had the courage—even though the 
State Association had endorsed the optome- 
try bill—to urge the Governor to veto it. 
Dr. Baker presented such strong reasons 
why the bill should not become a law that 
Governor Henderson, with characteristic 
good judgment, vetoed the measure. Dr. 
Baker’s letter to Governor Henderson sets 
forth so clearly the dangers of the optometry 
bill that we publish it in this number under 
the Department of Ophthalmology. 

When the optometrists make the effort to 
secure similar legislation in other states, 
those interested may perhaps use Dr. Baker’s 
letter with the same effect on the thinking 
members of the legislatures as it had on Ala- 
bama’s courageous Governor. 


MEDICAL EDUCATION IN CHINA. 


Dr. William H. Welch, of Johns Hopkins, 
who went to China last summer as a repre- 
sentative of the Rockefeller Foundation and 
a member of the China Medical Beard, has 
recently returned and speaks of several in- 
teresting features relating to the teaching of 
medicine in that ancient empire. Among 


the drawbacks that interfere with the estab- 
lishment of medical colleges are the lack of 
funds to pay for the services of good doc- 
tors, who cannot be secured without proper 
salaries; also the trouble of securing suit- 
able locations. He says the government is 
not so much a republic as a military despot- 
ism. He says the best educational work in 
China is being done by the missions, and 
through their efforts medical schools, col- 
leges and other schools have been estab- 
lished. Excellent facilities are offeted by 
some of these institutions, though the gov- 
ernment has not rendered the assistance it 
should. 

The Rockefeller Foundation has taken 
over the Medical College at Peking. and all 
modern methods have been installed. Dr. 
Welch went into the interior 800 miles and 
observed the work of the Yale Mission, of 
which he speaks very highly. Educators in 
China are taking very kindly to modern 
methods of medical education. His conclu- 
sion is that it will be impossible at this time 
to meet the whole needs of China as regards 
medical schools, but much good can be ae- 
complished by the establishment of two or 
three first-class schools as examples. 

Most of the political unrest is caused by 
foreign agitators. 


FALSE AND FRAUDULENT STATE- 
MENTS IN EXPLOITING PAT- 
ENT MEDICINES. 

The boundaries set by law to limit the ex- 
tent to which unprincipled manufacturers 
of worthless drug compounds may pervert 
the truth for their own profit have finally 
been permanently fixed by a recent decision 
of the U. S. Supreme Court. Previously 


the act forbidding the misbranding of com-~ 


pounds as to their contents had been de- 
cided as good law, and misbranding had be- 
come too hazardous for manufacturers to 
take the risk, but so long as the labels and 
the accompanying circulars stated truly the 
names of the ingredients of the preparation, 
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though in terms that not one person in ten 
could understand, they were at liberty to 
misrepresent at will the effects of their com- 
pounds and could claim records of cures 
beside which the miracles of the New Testa- 
ment were mere amateur efforts. Tubercu- 
losis, cancer, epilepsy and a host of other 
incurable diseases could be promised abso- 
lute cures, and often the claims of wonder- 
ful results were so impossible as to be ab- 
surd, but they deceived many of the laity 
and brought to their perpetrators a harvest 
of dollars. So outrageous did the situation 
become that in 1912 Congress enacted the 
Sherley amendment, which cured the defect 
in the previous law. It is now as hazardous 
to lie about the effects of medicine, if print- 
ed upon the labels or in accompanying cir- 
culars, as it is to misbrand their contents. A 
Chicago drug concern has supplied the case 
whose decision has finally settled all doubts 
about the force and meaning of the law and 
established its constitutionality. 

The Chicago firm shipped to Omaha a lot 
of medicine described in accompanying cir- 
culars as.a compound which had cured and 
which it knew would cure tuberculosis. The 
shipment was seized by the government and 
condemned by the federal district court in 
Nebraska, and the Supreme Court of the 
United States has affirmed the action. 

In announcing the decision Justice 
Hughes says: “We find no ground for say- 
ing that Congress may not condemn inter- 
state transportation of swindling prepara- 
tions, accompanied by false and fraudulent 
statements, as well as lottery tickets.” 

This is plain speech and a logical posi- 
tion, but the question naturally arises as to 
whether the condemnation applies to these 
“false and fraudulent statements” only when 
they accompany “swindling preparations” or 
whether they are not by themselves illegal 
and subject to the penalty of the law. If 
the two infractions must go together to be 
unlawful, then the manufacturers can simply 
send their medicines lawfully labelled as to 


their contents in one shipment and send the 
“false and fraudulent statements” at another 
time and by a different agency, and there you 
are. 

But if it is the statements that are illegal 
and subject to seizure and condemnation, 
why should not newspapers in which they so 
brazenly appear be forbidden the privilege of 
interstate shipment? 

Even, as sometimes happens, when false 
statements concerning the therapeutic value 
of drugs appear in medical journals of more 
or less character, why should they be spe- 
cially licensed to disseminate a harmful lie? 


A MODEL CITY AND COUNTY. 


In New Hanover County, North Carolina, 
the county board of education has provided 
for every rural school a sanitary toilet, with 
concrete tanks. In two of the county town- 
ships, namely, Cape Fear and Masonboro 
townships, every home has a toilet. More- 
over, the City Council of Wilmington has 
voted to lend $50,000 for the purpose of 
changing privies to flush closets. Property 
owners give their notes at 6 per cent, payable 
in installments to suit their own con- 
venience. The council also voted $50,000 to 
improve the water supply and $10,000 for 
an anti-mosquito campaign. During the 
year 1904, 1,856 flush closets were installed 
in the city, and the loan plan is expected to 
entirely eradicate the privy evil from the 
sewered district. Twenty years ago what 
would have been thought of a city official 
who proposed such expenditures? Today 
they are deemed praiseworthy and an ex- 
ample to be followed wherever financial con- 
ditions will warrant the expenditure, for it 
means the end of soil pollution, the eradica- 
tion of hookworm and the victory over 
typhoid fever. 


_ FRESH AIR. 


The one substance with which we are al- 
ways surrounded and without which we can- 
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not live an hour, is one of which we are most 
densely ignorant or thoughtless, is the air 
we breathe. Seldom do we reflect that only 
20 per cent of the atmosphere is oxygen, and 
80 per cent is nitrogen, a gas utterly useless 
in respiration; and that these two gases are 
not united in a chemical bond but are mere- 
ly mixed together, like sugar and water, and 
can be easily separated. The only other ele- 
ment required for comfortable respiration 
is the vapor of water and the degree to which 
the air is saturated with it in no respect re- 
duces its healthfulness. The prevailing idea 
that “damp air” is unwholesome is erroneous, 
either by night or by day. Likewise the tem- 
perature of the atmosphere within normal 
bounds is not, per se, a factor in its health- 
fulness.. No matter how damp the air may 
be, if the body is protected against loss of 
its heat the dampness works no ill, and 
“night air” is just as wholesome as that of 
the day. The one great, necessary factor 
is absolute purity and freshness. The rest 
matters but little. Patients with bronchitis 
or pneumonia are too frequently compelled 
to breathe an atmosphere that has been blis- 
tered over plates of hot iron and laden with 
the vaporous results of repeated respiration 
of themselves and their companions because 
they are afraid of the night air. 

By such a practice the tissues are made 
more receptive to the germination and 
growth of the ever-present germs of the sea- 
son. Just now the bacilli of “colds,” influ- 
enza, bronchitis or pneumonia are most to 
be feared, and it is a powerful defense 
against them to allow the air, day and night, 
to circulate freely and unimpeded by human 
contrivances. in every room in the house, 
under which conditions it will quickly purify 
itself from accidental contamination. The 
moisture it contains will. be controlled prin- 
cipally by the temperature, and the carbonic 
acid will not be in excess. So do not let your 
patients be afraid of cold or damp air, but 
rather encourage them in breathing it un- 


tainted with indoor impurities. If it is cold 
weather have the patient well wrapped in 
light but warm’ bed clothing, but keep the 
windows open... If necessary several bottles 
of hot water, but not too hot, and wrapped 
in towels, can be distributed around the pa- 
tient to keep him warm and comfortable. 

In spite of some authorities to the con- 
trary, it is often wise to provide for breath- 
ing air that has been warmed to a comfort- 
able degree. This is especially true of the 
aged or infirm when attacked by pneumonia, 
yet the air must be puré. This is accom- 
plished by having the bed placed within four 
or five feet of the source of artificial heat, 
and having curtains of some kind suspended 
from the bedposts on the three sides away 
from the fire, leaving the bed open to its 
warmth. 

A sheet or some light covering should be 
spread from post to post at the top and fas- 
tened to each of them. The writer has seen 
severe cases of pneumonia thus provided for 
in log houses through whose wide cracks the 
wind came unchecked, while the patient, ly- 
ing in this improvised “Dutch oven,” could 
defy temperature but a few degrees above 
zero. 

Under such treatment no such fearful 
records of mortality were dreamed of as now 
blacken the pages of statistics in some of our 
most pretentious hospitals. One important 
precaution must be observed in such cases. 
No “draft” of air must be allowed to im- 
pinge upon the person of the patient, not 
because of any intrinsic evil in the air, but 
because the vitality is too weak to resist 
the abstraction of the normal heat of the 
body. Among all the therapeutic measures 
for the prevention or treatment of influenza, 
bronchitis or pneumonia the proper manage- 
ment of the ventilation and temperature is 
most impotrant. 

It should be attended to in detail by the 
physician and its importance carefully im- 
pressed upon those in charge: 
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DEXTROSE AND DIABETES. 

Dr. Samuel T. Meltzer and Dr. L. B. 
Kleiner, investigators in the Rockefeller In- 
stitute, believe that in dextrose they have 
found the cause of diabetes. Should their 
conclusions be sustained by experience their 
discovery would indeed be a boon to hu- 
manity. Government reports available in- 
dicate that about nine thousand persons in 
this country annually succumb to the dis- 
ease, and as it is very slow in its course and 
often unrecognized for years, we are justitied 
in believing there are more than twice that 
many cases in existence. In the cases of 
youths and young adults the disease is apt 
to run a rapid course to a fatal end, but in- 
stances are not rare wherein aged people 
sustain the drain for years unconsciously, 
and finally succumb to some intercurrent af- 
fection. 

Dextrose is one of the natural products 
of our metabolism. When an excess is pro- 
duced it is eliminated through the kidneys 
and, if the process continues, we have dia- 
betes. Dextrose is also, to a certain extent 
and from natural sources, a wholesome ar- 
ticle of diet, being the sugar found in fruits, 
while glucose, which is almost identical, is 
the sugar found in’ grapes, honey, ete. 
These are natural foods and wholesome 
for healthy people. But a way has 
been found to manufacture them cheaply 
on a commercial scale by the reaction of a 
mineral acid upon the starches of grains. 
Enormous quantities of this artificial sweet 
are used for the manufacture of the cheaper 
grades of candies and the fancy syrups seen 
on our breakfast tables. Many of these 
syrups are elegant. in appearance and pala- 
table to the taste, but there is a sticky, glu- 
tinous texture to most of them that betrays 
their chemical origin. It is to these artificial 
products that the medical profession will at- 
tribute the production of diabetes if the 
theory prevails. 

They should not, however, allow it to preju- 
dice the minds of the people against the 


sweetness of sweet fruits, nor against that 
most royal of all sweets, pure honey gath- 
ered by the bees from fragrant flowers. 


CHENOPODIUM VERSUS THYMOL. 


Drs. William A. Bishop and O. T. Brosius, 
Resident Physicians, Santo Tomas Hospital, 
Panama City, Ancon, C. Z., have been inves- 


tigating the comparative merits of thymol 


and oil or chenopodium for the treatment of 
uncinariasis. They consider their hospital 
extremely favorable in climate and situation 
for the study of parasite therapy. Clinical 
material is abundant and patients are will- 
ing to cooperate with physicians. The au- 
thors prefer the chenopodium treatment for 
the following reasons: The technic of is 
administration is much simpler than that of 
thymol and intelligent cooperation of pa- 
tients and nurses more easily secured. The 
results following its ingestion are less dras- 
tic. 

In therapeutic doses chenopodium oil is 
non-toxic. The treatment with chenopodium 
can be repeated in three days, if necessary, 
while five or six days must elapse with 
thymol. 

The number of courses of treatment re- 
quired for a thorough cure of uncinariasis 
was smaller under chenopodium treatment 
than under thymol. The method of admin- 
istration of the chenopodium oil is simple 
and attended with little discomfort. It is 
put up in capsules containing 8 drops, and 
to adults two capsules are given at a dose 
for three doses, 2 hours apart. Then four 
hours later a full dose of castor oil, gener- 
ally 2 ounces, was administered. It has been 
recommended that two or thee c.c. of chloro- 
form be added to the castor oil, but our au- 
thors did not use it. In the cases of children 
one drop of the chenopodium oil is allowed 
for each year of the child’s age, repeated 
twice, two hours apart, followed by castor 
oil. It is evident that the dose should be 
somewhat dependent on the weight and de- 
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velopment of the child, for at 16 years of age 
some children might find 16 drops a heavy 
dose. However, that is a simple matter of 
detail. The fact that chenopodium is non- 
toxic, easy to administer and a better rem- 
edy for uncinariasis than thymol is reason 
sufficient for its adoption. The cost is about 
the same. The authors base their conclu- 
sions on the clinical results of treating 108 
patients with chenopodium oil. Among them 
were children from 3 to 14 years of age, and 
in no instance was any ill effect shown from 
the drug. The subject deserves the careful 
consideration of the medical profession. This 
JouRNAL has once before called attention to 
the subject, but this additional information 
warrants renewed mention. Their report 
appears in the A. M. A. Journal, November 
6, 1915. 


PHENOLPTHALEIN. 


In the Lancet, of November 15, 1915, J. 
C. MeWalter, M.D., Examiner in Materia 
Medica, Apothecaries Hall, London, recites 
a rather extensive experience with phenolph- 
thalein as a laxative for both children and 
adults, having records of the administration 
of over one thousand doses. To adults he 
gives from 2 to 6 grains, or 114 grains, two 
or three times a day until effectual. He 
finds it very useful in the constipation of 
pregnancy, but mentions no special dose or 
time of administration for women in that 
condition. He prefers it to cascara in the 
treatment of chronic constipation, as more 
efficient with less griping. For some rea- 
son not specified he condemns its use in tab- 
let form unless mixed with chocolate. For 
children he prescribes from one-half to three- 
fourths of a grain. He speaks especially of 
its usefulness in muco-membranous colitis in 
doses of half a grain three times a day. 

To those of us who have seen the happy 
result of a teaspoonful of castor oil night 
and morning in that little understood con- 
dition his suggestion sounds reasonable. It 


should not be forgotten, however, that phe- 
nolpthalein has been accused of causing or 
aggravating albuminuria, and this feature 
should be watched every day in patients who 
are taking this attractive drug, especially if 
there should be any derangement of kidney 
action. 


THE HAFKINE ANTI-PLAGUE SERUM. 
At this time, when the attention of the 
profession is so much occupied with a con- 
sideration of the various vaccinations, in- 
oculations and injections of physiologic 
serums for the specific treatment of diseases, 
or as prophylactics against them, a brief ac- 
count of the conclusions reached by one of 
the most eminent advocates of this form of 
treatment will not be out of place. 

In the July number of the Journal of Hy- 
giene, published in London, Dr. W. F. Haf- 
kine discusses the effect of inoculation with 
his anti-plague serum upon Europeans and 
upon the natives of India, basing his conclu- 


sions on the findings of the Indian Plague 


Commission. Briefly stated, those conclu- 
sions are that in Europeans and natives “the 
inoculation now in force” reduces the lia- 
bility to attack to less than one-third of what 
it was in an uninoculated Indian; that in 
Indians the immunity conferred lasts 
“through several outbreaks,” that inoculated 
Europeans very rarely take the disease and 
those who do so invariably recover; that in 
the cases that do occur in inoculated In- 
dians the recoveries are double those in the 
non-inoculated and that inoculation miti- 
gates the attack in those already affected. 
On the other hand, experiments proved that 
the serums of Lustig, Terni and Bandi, 
Brazil, Roux and Yersin were useless as 
curative agents. 

He compares the success of anti-plague 
inoculation with the vaccinations by Prof. 
Wright against pneumonia, a procedure 
found to be absolutely futile. But for the 
fact that the above statements were abun- 
dantly fortified by quotations from the 
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statistical reports of the Plague Commis- 
sion, they might be taken with the proverbial 
grain of salt, but in reality they seem con- 


clusive. Altogether the article is illuminat- 
ing on a subject of great and growing inter- 
est. 
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ALABAMA. 

The Birmingham Infirmary has announced the 
purchase of one gram and 100 milligrams of 
radium at a cost of $132,000. 

At Birmingham Dr. R. M. Cunningham, City 
Health Officer, in his report for November, stated 
that the prevalence of typhoid fever was but half 
what it was in October. He announced the pres- 
ence of a mild epidemic of influenza. 

At Tuscaloosa, December 15, the Tuscaloosa 
Medical Society elected the fellowing officers: 
President, Dr. B. H. Searcy; vice-president, Dr. 
J. J. Durrett; secretary-treasurer, Dr. Collier. 

At Mobile, December 11, the Mobile County 
Medical Society elected the following officers: 
President, Dr. D. T. McCall; vice-president, Dr. 
J. J. Peterson; secretary, Dr. W. W. Scales; 
treasurer, Dr. Angelo Festorazzi; librarian, Dr. 
G. J. Winthrop. Dr. M ans Blewett was elected 
health officer for Citronelle, and Dr. J. H. Dod- 
son physician at Pine Grove Hospital. Dr. J. J. 
Peterson was elected a member of the commit- 
tee on public health. 

At Greensboro, December 9, the Hale County 
Medical Society elected the following officers: 
President, Dr. A. L. Nourse, of Sawyerville; 
vice-president, Dr. C. K. Smith, of Greensboro. 

At Moulton, December 7, the Lawrence County 
Medical Society elected the following officers: 
President, Dr. J. H. Irwin; vice-president, Dr. D. 
C. Walker; secretary-treasurer, Dr. S. R. San- 
ders; county health officer, Dr. M. R. Taylor. 

At Guntersville, December 15, the Marshall 
County Medical Society elected the following of- 
ficers: President, Dr. P. B. Lusk; county health 
officer, Dr. W. A. Elrod, of Albertville; county 
physician, Dr. J. H. Thomason, of Gunterville. 
Dr. R. F. Fennell was re-elected city health offi- 
cer for Guntersville. 

Dr. R. M. Cunningham, of Birmingham, has 
resigned his position as a member of the State 
Board of Censors in the Medical Association of 
the State of Alabama. Dr. B. L. Wyman has 
been appointed to fill the unexpired term of Dr. 


Cunningham. 
Deaths. 


At McKenzie, December 24, Dr. M. Nall was 
slain in a pistol duel with Dr. W. J. Travis, who 
was also seriously wounded. : 

Dr. Louis W. Desprez, aged 66 years, a practi- 
tioner of Florence, died in Arkansas, whither he 
had gone to the bedside of a son who was ill. 


ARKANSAS. 

At Little Rock, December 20, Dr. Morgan 
Smith, Dean of the Medical Department of the 
University of Arkansas, tendered his resignation 
to Governor Hays, who is ex-officio chairman of 


the Board of Trustees of the University. On 
January 4, the Penitentiary Commission elected 
Dr. S. W. Colquit, of Magnolia, to succeed Dr. W. 
W. Coulter as penitentiary physician. . 

At McGehee, December 26, Dr. A. G. Hearn 
resigned as division and examining surgeon of 
the Iron Mountain Railroad. Dr. W. H. De 
Clarke, of Little Rock, was appointed his suc- 
cessor. 

At Rogers, December 15, the Benton County 
Medical Society elected the following officers: 
President, Dr. T. M. Rice, of Avoca; vice-presi- 
dent, Dr. J. T. Clegg, of Siloam Springs; secre- 
tary-treasurer, Dr. C. A. Rice, of Rogers. 

At Marshall, December 15, Dr. J. E. Knighton, 
of Shreveport, La., was elected president of the 
Tri-State Medical Society, and Texarkana, Ark.; 
selected as the 1916 meeting place. 

At Hope, December 14, the Hempstead County 
Medical Society elected the following officers: 
President, Dr. M. V. Russell; vice-president, Dr. 
J. S. Waddle; secretary, Dr. G. E. Cannon. 

~On December 7 the Garland County Hot 
Springs Medical Society elected the following 
officers: President, Dr. J. M. Proctor; vice-presi- 
dent, Dr. S. D. Weil; secretary-treasurer, Dr. M. 
F. Mount. 

Deaths. 


At Texarkana, December 27, Dr. Christopher 
C. Burke died at his home, aged 79 years. 

On December 20, Dr. D. A. Sims, of Ft. Smith, 
died in St. Joseph, Mo., while on a business trip. 
His age was 65 years. 


DISTRICT OF COLUMBIA. 


In Washington, December 12, sixty ministers 
spoke from their pulpits in support of health 
work, with special reference to tuberculosis. The 
10th of the month was observed as tuberculosis 
day in all the public schools. It is designed to 
make all children familiar with certain funda- 
mental health rules. 

Diphtheria has been discovered in the Indus- 
trial Home School. On January 3, thirteen 
cases, twelve of the carrier type and one clinical, 
were found there. Class work was suspended. 
The death rate in the city increased during 1915 
from 16.59 in the preceding year to 18.15. Deaths 
from accidents, homicides and suicides were in- 
creased, as well as from disease. The death rate 
from pneumonia increased over 42 per cent. 
Much of this increase is ascribed to disregard of 
the ordinance against spitting on floors of street 
cars. 

Surgeon R. L. Wilson has been detailed to New 
Orleans to study hydrocyanic gas method of fu- 
migating ships. 

(Continued on page xxii.) 
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Are you prepared 


for that emergency call late to-night—mayhap ’way out in the country, or 
if in town,'after drug-store hours? In either event—and in most “hurry” 
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Culture media, with directions for collecting specimens sent gratis upon request. 
The fee is $5.00. 


WASSERMANN TEST $5.00 


Sterile containers with directions sent gratis upon request. 
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(Continued from page 192.) 
Deaths. 
On December 21, Dr. H. L. E. Johnson, aged 
56, died suddenly at his home. 
On Sunday, December 26, Dr. W. McK. Good- 
love died at his home after a long illness, aged 
78. He was a Confederate veteran. 


FLORIDA. 

At Miami, December 9, Dr. James M. Jackson 
was re-elected president of the City Board of 
Health, a position he has held ever since its or- 
ganization. 

At Miami the Board of Health protests against 
the interference “from the outside” with its work. 
It objects to the purchase of disinfectants and 
having them charged to the Board without any 
member being consulted. 

At Tampa the Hillsboro County Anti-Tubercu- 
losis Society has decided to continue its work 
until the public is thoroughly educated to the 
necessity of adopting means to stamp out this 
plague. The schools and the churches will co- 
operate in the effort. 

At Sanford, December 22, the Orange County 
Medical Society elected the following officers: 
President, Dr. G. H. Edwards, of Orlando; vice- 
president, Dr. O. J. Miller, of Sanford; secretary- 
treasurer, Dr. C. A. Boone, of Orlando. 

Dr. Charles W. Bartlett, Assistant State Health 
Officer, writing to Mayor D. B. McKay, of Tam- 
pa, says that where in that city there were 185 
cases of typhoid in 1914, during the same period 
in 1915 there were but 114 cases. He believes 
that on account of the better system of recording 
cases during the past year the difference is much 
greater in reality than the figures show. 

At Miami the Board of Health decided, in De- 
cember last, to have large placards printed warn- 
ing the public to refrain from spitting on the 
sidewalks or in public buildings, and notifying 
them that the penalty is $25 for each offense. 

Dr. R. R. Kime has removed from Atlanta, 
Ga., to Lakeland, and announces his practice lim- 
ited to surgery and diseases of women. 

Dr. G. H. Benton, of Miami, has announced his 
removal from the Burdine Building to the Toown- 


ley Building. 


GEORGIA. 

At Thomasville, December 12, the Thomas 
County Medical Society elected the following of- 
ficers: President, Dr. E. L. Morton, Boston; vice- 
president, Dr. W. W. Jarrell, Thomasville; sec- 
retary, Dr. S. L. Cheshire, Thomasville. The 
next meeting of the society will be at Pavo on the 
second Thursday in March. 

The Lowndes County Medical Society met at 
Valdosta, December 15, and elected the following 
officers: President, Dr. D. W. Freeman; vice- 
president, Dr. J. M. Smith; secretary-treasurer, 
Dr. Joe A. Thomas. 

At Savannah, December 17, the Georgia Medi- 
cal Society elected the following officers: Presi- 
dent, Dr. Jabez Jones; vice-president, Dr. A. J. 
Waring; secretary-treasurer, Dr. D. R. Bassett. 

At Dublin, December: 15, the Laurens County 
Medical Society elected the following officers for 
the next six months: President, Dr. R. J. Chap- 


pell, of Dudley; vice-president, Dr. J. F. New, of 
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Dexter; secretary-treasurer, Dr. J. H. Moore, of 
Dublin. 

On December 16, the Fulton County Medical 
Society elected the following officers: President, 
Dr. W. A. Selman; vice-president, Dr. R. B. Rid- 
ley; secretary-treasurer, Dr. Wampole Brewer. 

At Milledgeville, December 8, the Baldwin 
County Medical Society elected the following offi- 
cers: President, Dr. Lamar Turner; vice-presi- 
dent, Dr. G. I. Garrard; secretary-treasurer, Dr. 
M. D. Clayton. 

At Cartersville, in December, the Bartow 
County Medical Society elected the following offi- 
cers; President, Dr. A. T. Calhoun; vice-presi- 
dent, Dr. Tanner Lowry; secretary-treasurer, Dr. 
R. D. Stone. 

At Waycross, December 8, the Ware County 
Medical Society elected the following officers: 
President, Dr. P. P. Lane; vice-president, Dr. A. 
Fleming; secretary, Dr. R. C. ‘Dodson. 

At Macon, Dr. Howard J. Williams has re- 
signed from the City Board of Health after hav- 
ing served for twenty years. He is succeeded by 
Dr. O. H. Weaver. 


KENTUCKY. 

At Hopkinsville, December 17, it was reported 
that there were not fewer than 1,000 cases of 
influenza in the city. 

On December 8, the Warren County Medical 
Society elected the following officers: President, 
Dr. F. D. Cartwright; first vice-president, Dr. 
D. B. Stone, of Hydro; second vice-president, Dr. 
L. M. Weaver, of Allen Springs; secretary-treas- 
urer, Dr. Burnett W. Wright. 

At Owensboro, December 21, the Daviess Coun- 
ty Medical Society elected the following officers: 
President, Dr. G. L. Barr, of Owensboro; vice- 
president, Dr. John Clayton, of West Louisville; 
secretary, Dr. J. J. Rodman. 

At Louisville, December 20, the Jefferson Coun- 
ty Medical Society elected the following officers: 
President, Dr. J. Garland Sherrill; first vice- 
president, Dr. Bernard J. O’Connor; second vice- 
president, Dr. Oscar Block; secretary, Dr. E. 
Owsley Grant; treasurer, Dr. Albro Parsons. The 
former president, Dr. Ap Morgan Vance, was 
president-elect of the State Medical Association 
of Kentucky. He has since died. 

At Bardwell, December 11, the Carlisle County 
Medical Society elected the following officers: 
President, Dr. T. A. Pease, of Kirbyton; vice- 
president, Dr. D. S. Robertson, of Cunningham; 
secretary, Dr. W. L. Mosly, and treasurer, Dr. G. 
W. Payne, both of Bardwell. 

At Paducah, December 22, the McCracken 
County Medical Society elected the following of- 
ficers: President, Dr. Allen H. Shemwell; vice- 
president, Dr. J. B. Acree; secretary, Dr. C. E. 
Kidd; treasurer, Dr. P. Linn. 

At Hopkinsville, the Christian County Medical 
Society elected the following officers: President, 
Dr. J. Paul Keith; vice-president, Dr. W. W. Dur- 
ham; secretary-treasurer, Dr. J. W. Harned. 


At Winchester, December 31, the Clark County 
Medical Society elected the following officers: 
President, Dr. John A. Snowden; vice-president, 
Dr. Howard Lyon; secretary-treasurer, Dr. Rus- 


sel Henry. 


(Continued on page xxiv.) 
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(Continued from page xxii.) 

December 22 it was reported from Carlisle that 
the schools at Moorefield have again been closed 
on account of -carlet fever. This is the third time 
within a year. 

At Owensboro, December 22, Dr. W. F. Gillin, 
an aged physician, was thrown from his buggy 
and suffered a broken arm and shoulder and in- 
teernal injuries. 

On December 16, Dr. W. A. Bolling, of Forrest 
Court, Crescent Hill, left for Washington to be 
present at the marriage of his sister, Mrs. Nor- 
man Galt, to President Wilson. 

At the annual conference of health officers in 
Louisville, the final call showed that practically 
all of the 135 officers of the state had been pres- 
ent at one or more of the sessions. 

On December 10 Dr. J. W. Barnhill, City 
Health Officer of Owensboro, announced that the 
city was free from all cases of epidemic disease. 

At Lexington, January 4, Dr. W. O. Bullock 
was re-elected by acclamation president of the 
city board of health. A negro physician, Dr. J. 
K. Polk, was appointed an extra city physician by 
the board, to work among the negroes of the city. 

At Louisville, January 5, the City Health De- 
partment determined to increase its efforts to 
seek the points in community life which are pe- 
culiarly sources of grip infection. Health Officer 
Grant believes the crowded street cars do much 
to spread the disease and also the moving picture 
houses. He has asked the street railway company 
to do what it can to improve the ventilation on 
the cars and sanitary inspectors will be on them. 
Persons caught spitting in the car will be liable 
to arrest and fine. Dr. Grant also warns the 
public against the use of telephones, and advises 
that the mouthpieces be frequently washed with 
alcohol. 

From Whitesburg, in Eastern Kentucky, comes 
the report that la grippe, in the worst form 
seen for thirty years, is raging in a number of 
mountain counties and deaths have occurred 
among elderly people. 

On December 31, the State Board of Health 
acted favorably upon eleven applications for li- 
censes to practice medicine in Kentucky. Secre- 
tary McCormack was directed to notify three 
physicians, one of Louisville and two of Coving- 
ton, who recently pleaded guilty to violations of 
the Harrison narcotic act, to appear before the 
board at its February meeting and show cause, 
if any, why their licenses to practice medicine in 
this state should not be revoked. 

At Maysville, December 10, twenty-five children 
appeared at a free clinic for examination. Five 
of the little boys walked two miles to a bus line 
to come, while two of the young women saw for 
the first time a street car and a locomotive. 
Twelve were found to have tuberculosis and eight 
had trachoma in various stages. All will receive 
free care and treatment. 

Deaths. 

At Benton, December 27, Dr. Marshall A. Stil- 
ley, aged 22 years, died at his home of tubercu- 
osis- 

At Sulphur, December 9, Dr. C. R. Martin, an 
aged, retired physician, died at his home from 
paralysis. 


LOUISIANA. 

New Orleans Items: On December 10 the Or- 
leans Parish Medical Society elected the following 
officers: President, Dr. W. H. Knolle; first vice- 
president, Dr. J. P. O’Kelley; second vice-presi- 
dent, Dr. E. W. Mahler; third vice-president, Dr. 
M. Thomas Lanaux; secretary, Dr. Charles A. 
Bahn; treasurer, Dr. Carl A. Weiss; librarian, 
Dr. Maurice J. Gelpi. 

At a meeting of the executive committee of the 
American Hay Fever Prevention Association, the 
president. Dr. Scheppegrell, stated that in addi- 
tion to the seventeen boards of health already 
co-operating previously reported, seven others 
have since promised co-operation. Dr. Rupert 
Blue, surgeon general of the United States Pub- 
lic Health Service, has promised to aid the asso- 
ciation in its investigations concerning the pol- 
lens that cause hay-fever. At Tulane the threat- 
ened epidemic of diphtheria was averted and all 
danger removed in December. There were eighty- 
eight carriers of positive diphtheria germs, in- 
cluding several of the faculty, but out of the total 
of 120 cases quarantined very few developed diph- 
theria. More than 900 students were examined, 
but out of the 112 students quarantined all but 
ten had returned to their studies by December 16. 
One of the students, a resident of No. 522 Fern 
Street, violated his quarantine and was reported 
to the authorities. ; 

At Shreveport, the Shreveport Medical Society 
elected the following officers: President, Dr. 
Rawley M. Penick; vice-president, Dr. C 
Sims; secretary, Dr. Frank B. Walker; treasurer, 
Dr. I. B. Rougot. 

On December 14 Dr. G. C. Chandler, Shreve- 
port City Health Officer, made his monthly re- 
port. Scarlet fever was about suppressed. The 
deaths from pellagra were only one-third the 
number during the same period during the pre- 
ceding year. ; 

State Board Items. Dr. Oscar Dowling, presi- 
dent of the State Board of Health, visited Lake 
Charles January 8 to investigate the epidemic of 
typhoid fever prevailing there, carrying with him 
a quantity of anti-typhoid virus. On December 
4, thirty-five physicians presented themselves be- 
fore the State Board for examination in medi- 
cine. Of this number, twenty-eight passed suc- 
cessfully and were given certificates. Also six 
physicians were granted certificates through reci- 
procity. Six out of eleven applicants at the mid- 
wifery examination were successful. The Board 
placed in the budget the sum of $50,000 for the 
purpose of establishing a laboratory that shall 
supply serums of different kinds to the people of 
the state free of charge. The board announces 
that it has laid plans for a complete mosquito 
survey of New Orleans, work on which has al- 
ready begun. 

Deaths. 

At Sulphur, January 1, Dr. Arthur C. Gribble, 
for many years a practitioner in New vurleans, 
died from pneumonia. His age was 58 years. 


MARYLAND. 
In Baltimore during the week ending Decem- 
ber 18 there were twenty-eight deaths from 
(Continued on page xxvi.) 


fi! 
‘ 
f 
3 
j 
1 
1a 
| 
4 
4 
| 
i 
=| 
i] ‘ 
H 
| 


SOUTHERN MEDICAL JOURNAL xxv 


For Sale--- 


One 10 K. W. X-Ray 
Transformer for either 110 
or 220 volt Direct Current. 
This equipment is in excel- 
lent condition and we would 
sell at extremely low price or 
accept Coil in trade. For in- 
formation address 


Doster-Northington Drug Company 
Wholesale Druggists and Hospital Supplies 
Birmingham, Alabama 


THE STORM BINDER ano 
ABDOMINAL SUPPORTER 


(PATENTED) 


Inguinal Hernia Modification. 


No Leather, No Whalebones, No Rubber Elastic 
ashable as Underwear 


Adapted to Use of Men, Women, Children and Babies 
FOR HERNIA, RELAXED SACROILIAC ARTICULATIONS, FLOATING 
KIDNEY, LOW AND HIGH OPERATIONS, PTOSIS, 
PREGNANCY, PERTUSSIS, OBESITY, ETC. 


Send for new folder and testimonials of physicians. General mail ! 
q 


orders filled at Philadelphia only---within twenty-four hours. 
Katherine L. Storm, M. D., 


1541 Diamond St. 
PHILADELPHI 


Bran in 


Flake Form 


Hidden in Dainties 


In most whole-wheat products the 
bran isn’t in flake form. And flakes 
are what you want. 


Pettijohn products supply the 
flakes in abundance. They are 
one-fourth bran. 


Yet the breaktast food is deli- 


cious—one of the favorites. 


And the Flour can be used, in 
place of white flour or Graham, in 
some food for every meal. 

These two products win their way 
in every home they enter. And their 
use insures a constant bran supply, 
efficient and sufficient. Many thou- 
sands of physicians advise them. 


They are made to conform with 
every expert requirement. 


> 


Two Bran Foods 
Pettijohn’s Breakfast Food—A 


soft wheat rolled into luscious flakes, 
hiding 25 per cent unground bran. A 
morning dainty liked by everyone. 15c 
per package. 

Pettijohn’s Flour—Fine patent flour 
mixed with 25 per cent special bran, 
largely in flake form. To be used like 
Graham flour in any recipe. 25c per 
large package. 


Chicago (1169) 


The Quaker Oats @mpany 


Please mention The Southern Mecical Journal when you write to advertisers. 


j | 
| 
| 
| 
| 
| ¢ 
| | 
i& 


Xxvi SOUTHERN MEDICAL NEWS 


(Continued from page xxiv.) 
pneumonia. A total of 203 deaths from all causes 
was recorded. During this same week of 1914 
there were 176 deaths. 

The Baltimore City Medical Society has elected 

the following officers: President: Dr. C. Hamp- 
son Jones; vice-president, Dr. F. H. Baetjer; sec- 
retary, Dr. Emil Novak; treasurer, Dr. W. S. 
Gardner. 
_ At Johns Hopkins Medical School the follow- 
ing changes are announced: Dr. Leonard G. 
Rowntree, associate professor of medicine, re- 
signs to accept the position of professor of medi- 
cine at the University of Minnesota. Dr. Holmes, 
from the Riverside Hospital, New York, enters 
upon his duties as first assistant superintendent 
of the Johns Hopkins Hospital. 

At the Medical and Chirurgical Building on 
the night of December 18, one hundred Boy 
Scouts and a score of Scout Masters listened to 
talks on health and the treatment of accidents 
by Dr. S. J. Fort and Dr. Albert H. Carroll. A 
demonstration of resuscitating drowning persons 
was given by W. S. Schee, swiming instructor of 
the Y. M. C. A. 

In Baltimore during the first week in January, 
forty-two policemen were confined to their homes 
with grip. In all there were seventy-eight mem- 
bers on sick leave. 

Among the 800 members of the Baltimore Fire 
Department, there was, on January 6, not one 
case of grip. Compared with the condition of 
the police department, this is truly remarkable. 

Dr. William H. welch, who went from Hopkins 
to China last summer as a representative of the 
Rockefeller Foundation to study the medical 
schools there, has returned home, arriving at 
Baltimore January 6. 

Dr. William H. Bash, accident physician of 
Mercy Hospital in Baltimore, has been reappoint- 
ed. He recently resigned, but was prevailed upon 
to return to his old place. 

Dr. J. R. B. Branch has removed from Balti- 
more to Changsha, China, where he is connected 
with the Hunan-Yale Hospital. 


MISSISSIPPI. 


At Purvis, December 22, the Lamar-Marion- 
Pearl River Counties Medical Society elected the 
following officers: President, Dr. E. W. Mackey, 
Purvis; first vice-president, Dr. L. C. Rouse, Pop- 
larville; second vice-president, Dr. C. C. Thomp- 
son, Columbia; third vice-president, Dr. W. B. 
‘Thompson, Lumberton; secretary-treasurer, Dr. 
D. D. Stevenson, Lumberton. 

At Newton, December 18, the Newton-Winston- 
Neshoba Counties Medical Society elected the 
following officers:. President, Dr. J. E. Jarvis, 
Neshoba; first vice-president, Dr. Thomas Rea- 
gan, Beech Springs; second vice-president, Dr. J. 
S. Laird, Union; secretary-treasurer, Dr. S. A. 
Majure, Dixon. 

At Richton, December 14, the Tri-County Med- 
ical Society elected the following officers: Presi- 
dent, Dr. R. M. Cochran, Richton; first vice- 
president, Dr. J. W. Copeland, Richton; second 
vice-president, Dr. W. R. Graves, Richton; Dr. S. 
Lewis Knight, of Merrill, was re-elected secre- 
tary-treasurer. 


At Lucedale, December 28, Dr. Charles E. 
Ward was elected Mayor for one year. 

At Meridian the City Council has elected Dr. 
T. J. Houston health officer and Dr. F. C. Spauld- 
ing assistant health officer. 

At Bogue Chitto, the appearance of diphtheria 
and scarlet fever about the middle of December 
caused the suspension of the graded school until 
January 3. Infected homes were placed under 
strict observation. 

Dr. R. N. Whitefield, assistant director of pub- 
lic health with the Mississippi State Board of. 
Health, has been transferred to the Delta to as- 
sist in anti-malarial work. He says the decrease 
in hookworm infection has been nearly fifty per 
cent, and that one more year’s work in Forrest 
County would practically free it from the dis- 
ease. The general health condition has improved - 
in every respect. : 

Dr. W. S. Leathers, director of the public 
health in Mississippi, has begun a campaign 
against malaria. Many prominent physicians, in- 
cluding Drs. Bass and Johns. of New Orleans, 
will be called upon to assist. The sum of $25,000 
has been donated by the International Health 
Commission for the work under the supervision 
of the State Board of Health. The work will 
begin in Bolivar County. Reports of 116,000: 
cases of malaria were reported to the board in 
1915. 

The State Board of Medical Examiners an- 
nounce that the date for holding examination of 
applicants to practice medicine in Mississippi 
has been changed from June 13-14 to June 20-21. 

At a recent meeting of the Holmes County 
Medical Society, the following officers were 
elected: Dr. E. C. Lucas, president (re-elected) ; 
Dr. J. W. Jordan, vi¢e-president; Dr. G. G. Ash, 
secretary; Dr. J. W. Bailey, censor. 

Dr. B. A. Shepherd was unanimously elected 
by the Board of Supervisors of Holmes County 
as visiting physician to the jail and county poor- 
house, a position he has served in for twenty- 
seven years. 

Deaths. 

At Natchez, December 14, Dr. Hal Metcalfe, a 
retired physician, died at the home of his brother, 
Mr. J. M. Metcalfe. 

At Lexington, December 29, was held the fu- 
neral of Dr. R. K. Jones, of Tchula. Interment 
was at Odd Fellows Cemetery. 

In Jackson, January 4, Dr. J. S. Beavers, a 
physician of Wesson, died, aged 76 years. 


NORTH CAROLINA. 

At the annual meeting of the American Medi- 
cal Editors’ Association held at the McAlpine 
Hotel, New York, the middle of October, Dr. Ed- 
ward C. Register, editor of the Charlotte Medi- 
cal Journal was elected president. 

On December 20, at Asheville, the Buncombe 
County Medical Society elected the following of- 
ficers: President, Dr. Charles L. Minor; vice- 
president, Dr. W. L. Elias; secretary-treasurer, 
Dr. G. B. Tennent. 

Dr. T. M. Jordan, of Alamance County, and 
Dr. A. C. Bulla, of Northamton, report increased 
interest on the part of the people in medical 
school inspection work. 

(Continued on page xxviii.) 
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Treatment and Prophylaxis of 
Lobar Pneumonia 


Recovery from Pneumonia depends chiefly upon the formation of antibodies 
destructive to the pneumococci and capable of neutralizing their toxic principles. 


Antipneumococcic Serum, Polyvalent, Mulford, is the blood serum of horses } 


immunized against different strains of pneumococci that produce corresponding anti- 
bodies, and is, therefore, poly- 
valent. Used in the early 
stages of pneumonia and in 
sufficient doses, the serum 


of these contained specific 
antibodies. 


tion.— The therapeutic dose 
should be at least 100 mils. 
(c.c.), repeated every four to 
six hours, to secure sufficient 
antibodies in the patient to 
overcome infection. Since 
quick response is desired, in- 


reported the total amount of 

serum administered intraven- 

Syringe package of Pneumo-Serobacterin, ready for immediate ously ranged from 190 to 460 

use. The graduations of the syringe permit convenient adminis- mils. (¢.c.); one patient re 
tration of divided doses. pat 

ceived a total of 700 mils. (c.c.} 


Antipneumococcic Serum Mulford (polyvalent) is furnished in aseptic glass 
syringes containing 20 mils. (c.c.) and in 50 mils. (c.c.) ampuls, with special apparatus 
for intravenous injection. 


Pneumo-Serobacterin Treatment 


The value of Pneumo-Serobacterin in the treatment of pneumonia depends 
upon the polyvalency, the production of antibodies and early administration. It is fre- 
quently employed as an adjunct to serum treatment, stimulating the production of 
greater amounts of antibodies by the patient. 

Time is a vital factor in the treatment of pneumonia. The early use of Pneumo- 
Serobacterin is advised ; its action is prompt and increased doses may be given at short 


intervals, securing quicker immunizing response. 


Prophylactic Immunization Against Pneumonia 


Summarizing a report by Sir Almoth E. Wright on immunization among a large 
number of African native miners having very low resistance against the pneumococcus, 
the London Lancet says: “It seems difficult to resist the conclusion that the pneumo- 
coccus vaccines employed by these observers lessened the incidence and mortality of 
pneumonia and other conditions produced by the pneumococcus, and among large 
collections of natives who were highly susceptible to its activity and under conditions 
favorable to the spread of infection.” 

For prophylaxis, Wright suggests doses of 1000 million pneumococci as the first 
dose, followed by a second dose of 1000 million. It is desirable to immunize persons 
especially susceptible to the pneumococcus, such as those who suffer from repeated 
attacks of pneumonia, and particularly aged persons. 

_ Another field in which prophylactic immunization has been extensively employed 
is when pneumonia threatens as a complication of typhoid, influenza, ete The work of 
Wright and his collaborators verifies in a conclusive manner the usefulness of this practice. 

Pneumo-Serobacterin Mulford is supplied in packages of four graduated syringes, 

A, B, C, D strength, and in syringes of D strength separately. 


H. K. MULFORD CO. Bivecres.i? Philadelphia, U. S. A. 
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Dr. P. W. Covington, formerly of Hallsboro, is 
now with the International Health Commission 
at Saint Johns, Antigua, British West Indies. 

Dr. C. E. Wilkerson, of Randleman, is now at 
Doleib Hill, Egyptian Sudan, Africa, where he is 
eonnected with the American Mission. 


OKLAHOMA. 

Dr. John Overton, of Tulsa, has accepted ap- 
pointment as attending surgeon, Phillippine Gen- 
eral Hospital, Manila, and has assumed his new 
duties. 


SOUTH CAROLINA. 

Dr. E. A. Hines has removed from Anderson to 
Seneca. Dr. Hines is giving up his hospital work 
to go back to his old practice at Seneca. With 
his return to Seneca, the office of the secretary 
of the State Medical Association is removed to 
that place. 


TENNESSEE. 

The Carroll County Medical Society has elected 
the following officers: President, Dr. J. T. Ayde- 
lott; first vice-president, Dr. H. T. Collier; second 
vice-president, Dr. J. B. Cox; third vice-president, 
Dr. S. W. Huffman; secretary-treasurer, Dr. B. 
C. Dodds. 

In Selmer, December 27, the McNairy County 
Medical Society elected the following officers: 
President, Dr. H. G. Sanders; vice-president, Dr. 
W. T. Bell; secretary, Dr. J. B. Smith. 

At Morristown the Hamblen County Medical 
Society elected the following officers: President, 
Dr. J. F. Campbell; vice-president, Dr. H. L. Mil- 
ligan; secretary, Dr. T. Carroll. 

At McMinnville, December 7, the Warren 
County Medical Association was reorganized, 
with Dr. T. E. Bales, president, and Dr. E. E. 
Northcutt, secretary-treasurer. Dr. L. S. Truster, 
representing the American Medical Association 
was present. 

At Franklin, December 16, the County Medi- 

cal Society elected the following officers: Presi- 
dent, Dr. B. T. Nolen; vice-president, Dr. J. O. 
Walker, secretary-treasurer, Dr. K. S. Howlett. 
' The Madison County Medical Society has 
elected the following officers: President, Dr. 
Leon Williamson; vice-president, Dr. Fleming J. 
— secretary-treasurer, Dr. W. G. Saun- 
ers. 

At Chattanooga, City Physician H. Quigg 
Fletcher has been instructed by Commissioner H. 
D. Huffaker to start a crusade of vaccination, be- 
ginning with the city schools. Commissioner 
Huffaker intends that there shall not be a case 
of smallpox in Chattanooga this year. 

At Pulaski the Giles County Medical Society 
has elected the following officers: President, Dr. 
W. D. Abernathy; vice-president, Dr. 
Baugh; secretary, Dr. C. A. Abernathy; treasur- 
er, Dr. E. C. Freeman. 

At Memphis, Dr. A. R. Porter, Jr., and Dr. 
Frank D. Smythe are associated in the practice 
of medicine, with offices in the Porter Building. 

Chattanooga reports that the entire city is in 
the clutches of La Grippe. One of the large pri- 
vate schools found it advisable to suspend work. 


Dr. D. W. Roberts has removed from Little 
Rock, where he was connected with the State 
Hospital, to Milwaukee, Wis., where he will be 
connected with the Sacred Heart Sanatorium. : 

Deaths. 

Monday, December 13, at Johnson City, Dr. 
George H. Berry, aged 61 years, died after a 
lingering illness. 

At Chattanooga, December 15, Dr. W. F. Moore, 
aged 59 years, died at a local hospital. 

At Cleveland, December 10, Dr. J. N. Hill, aged 
62 years, died. 

At Greeneville, December 17, Dr. E. B. Smith 
died at his home, aged 80 years. 

At Memphis, December 20, Dr. A. G. Sinclair 
died of pneumonia, aged 73 years. 

At Cleveland, December 10, Dr. P. Watt Cate, 
aged 61 years. 


TEXAS. 

At Huntsville, the Walker County Medical So- 
ciety elected the following officers: President, 
Dr. Eugene Baylis; vice-president, Dr. A. R. 
Autrey; secretary, Dr. J. W. Thomason. 

The Tom Green Medical Society elected the 
following officers: President, Dr. G. M. Yates; 
first vice-president, Dr. J. B. Caffin; second vice- 
president, Dr. Harlan Horney; secretary, Dr. J. 
W. Nibling. 

The Falls County Medical Society has elected 
the following officers: President, Dr. F. H. Shaw; 
vice-president, Dr. W. H. Allen; secretary, Dr. A. 
J. Streit. 

The McLennan County Medical Society has 
elected the following officers: President, Dr. 
Doyle Eastland; vice-president, Dr. C. W. Davis; 
secretary-treasurer, Dr. C. E. Collins. 

The Bexar County Medical Society has elected 
the following officers: President, Dr. F. C. 
Walsh; vice-president, Dr. P. I. Nixon; secre- 
tary, Dr. W. H. Hargis; treasurer, Dr. L. B. 
Jackson. 

The Gonzales County Medical Society elected 
the following officers: President, Dr. George 
Holmes; vice-president, Dr. A. B. Parr; secre- 
tary-treasurer, Dr. W. P. Dawe. 

The Orange County Medical Society has elected 
the following officers: President, Dr. J. E. 
Reeves; vice-president, Dr. A. G. Pearce; secre- 
tary, Dr. J. P. Hewson. 

The Hill County Medical Society has elected 
the following officers: President, Dr. T. E. Hunt; 
vice-president, Dr. B. C. Smith; secretary-treas- 
urer, Dr. J. E. Boyd. 

The Wichita County Medical Society has elect- 
ed the following officers: President, Dr. Everett 
Jones; first vice-president, Dr. W. H. Ogden; sec- 
ond vice-president, Dr. L. P. Amason; secretary, 
Dr. Q. B. Lee. 

The Denton County Medical Society has elected 
the following officers: President, Dr. Walter G. 
Kimbrough; vice-president, Dr. Hill Rowe; Dr. 
Ada Kincaid, the only lady member, was elected 
secretary-treasurer. 

The Southwestern Medical and Surgical Asso- 
ciation met at El Paso and elected the following 
officers: President, Dr. H. G. Shortle, of Albu- 
querque, N. M.; first vice-president, Dr. W. W. 
Watkins, Phoenix, Ariz.; second vice-president, 

(Continued on page xxx.) 
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(Continued from page xxviii.) 
Dr. R. E. McBride, Las Cruces, N. M.; secretary- 
treasurer, Dr. C. F. Braden, of El Paso. El Paso 
was named as the next meeting place. 

At the meeting of the Tri-State Medical Soci- 
ety of Arkansas-Louisiana-Texas, held at Mar- 
shall the middle of December, gold medals for 
the three best papers on research work presented 
to the society were awarded to Dr. T. E. Wright, 
Monroe, La.; Dr. H. L. McNeil, Galveston, Texas, 
and Dr. T. C. Terrell, Fort Worth, Texas. The 
society voted to renew the offer for the next meet- 
ing, which will be held in Texarkana, Ark.-Texas, 
in December. 

Deaths. 

On December 13, Dr. P. R. Hengst, of Waco, 
died at Johns Hopkins Hospital, aged 59 years. 

At Paris, December 6, Dr. Gabriel F. Thorn- 
hill died from apoplexy while in his automobile. 
His age was 56 years. 

At Leonard, December 11, Dr. O. S. Ewing 
died at his home, aged 40 years. 

At El Paso, January 1, Dr. G. W. Watt, a 
physician from Chihuahua, died at a local hos- 
pital from pneumonia. 


VIRGINIA. 


The Tri-State Medical Association of Virginia, 
North and South Carolinas meets in Richmond on 
the 16th and 17th of February. The following 
Committee on Entertainment has been appointed: 
Dr. J. Allison Hodges, Chairman; Drs. J. A. 
White, A. M. Willis, B. H. Gray, C. R. Robins, 
R. C. Bryan, L. T. Price, J. G. Nelson, P. V. 
Anderson, Manfred Call, T. W. Murrell and W. 
F. Mercer. Entertainments for the members, as 
well as the ladies, will be provided, so as not to 
conflict with the scientific sessions. A large at- 
tendance is expected. , 

The Seaboard Medical Association, of Virginia 
and North Carolina, has elected the following of- 
ficers: President, Dr. David T. Tayloe, of Wash- 
ington, N. C.; first vice-president, Dr. Kirkland 
Ruffin, of Norfolk; second vice-president, Dr. J. 
P. Ruffin, Powellsville, N. C.; third vice-presi- 
dent, Dr. R. L. Williams, of Norfolk; fourth vice- 
president, Dr. William E. Yarren, Williamston, 
N. C.; secretary, Dr. Clarence Porter Jones, of 
Newport News; treasurer, Dr. George A. Caton, 
Newbern, N. C. Washington, N. C., was selected 
as the next meeting place. 

On December 14 the Richmond Academy of 
Medicine and Surgery elected the following off- 
cers: President, Dr. W. L. Peple; first vice- 
president, Dr. St. Julian Oppenheimer; second 
vice-president, Dr. O. F. Blankenship; third vice- 
president, Dr. Ramon D. Garcin; secretary, Dr. 
Mark W. Peyser; assistant secretary, Dr. E. H. 
Terrell; treasurer, Dr. J. H. Smith; librarian, 
Dr. G. P. LaRoque. 

Dr. C. C. Hudson, health officer of Richmond. 
reports that the mortality of 1915 was reduced 


from that of 1914 by the number of 33. The 
deaths from tuberculosis were fewer than have 
ever before been recorded in the city. There was 
only one death from malaria in the city during 
the past year, and not one in 1913. In 1907 
thirty-two deaths from malaria were reported. 

In Richmond the discovery that diphtheria 
germs were found in the skin sores of school 
children directed prophylaxis so that the disease. 
has been practically stamped out in that city. 
The number of negroes infected with tuberculosis. 
is causing serious apprehension. The state will 
be asked for an appropriation of $40,000 for a 
sanatorium for negro consumptives. The con- 
tributions of the schools during tuberculosis week 
amounted to $2,192.25. 

Dr. B. C. Keister has leased his sanatorium at. 
Roanoke and after doing some special work in 
New York will locate at Savannah, Ga. 


Deaths. 

At Charlottesville, December 21, the funeral of 
Dr. F. E. Bell, aged 30 years, was held from 
Lyle’s Church. 

On December 26 Dr. G. T. Collins, of Highland 
Springs, died at Richmond from the results of an 
auto accident. His age was 57 years. 


WEST VIRGINIA. 


At Fairmount the Marion County Medical So- 
ciety elected the following officers: President, 
Dr. C. L. Holland; secretary, Dr. H. R. Johnson; 
treasurer, Dr. W. H. Sands. 

At Wheeling the Eastern Panhandle Medical 
Society elected the following officers: President, 
Dr. J. M. Miller, of Charlestown; secretary-treas- 
urer, Dr. A. B. Eagle, of Martinsburg. 

At Wheeling, up to December 20, the sale of 
Red Cross seals amounted to $880. If the amount 
can be brought up to one thousand dollars, a tu- 
berculosis nurse will be employed. In the Rich- 
land district Dr. W. S. Webb, of Warwood, has 
been appointed county physician. 

At Martinsburg, December 8, the health au- 
thorities lifted the quarantine which, for four 
weeks, had prevented school children from at- 
tending moving picture shows, Sunday schools 
and other public gatherings on account of diph- 
theria. 

From Princeton, December 20, it was reported 
that fifteen cases of smallpox were in the vicinity 
of Roseville, near Bluestone Junction. 

Dr. E. J. F. McCleary has moved from Nash- 
ville, Tenn., to Wheeling. 

Deaths. 

At Fairmont, January 5, Dr. Hal Hall, aged 
43 years, died at his home from a malignant car- 
buncle on the neck. 

At Fairmont, January 5, Dr. A. J. Flowers 
died at his home, aged 59 years. 
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THE CARDINAL PRINCIPLES 


4 in Infant Feeding are very well defined. Where for any reason Nature’s 
j supply fails and artificial feeding must be restorted to, the food to select at this 
g critical period must be Clean, Wholesome, Uniform in Composition, Easily 
: Assimilated and Simple to Prepare. 


78 0relen 
EAGLE 
CONDENSED 


THE ORIGINAL ; 
possesses all the above requirements and the physician who feeds infants 
successfully will find Gail Borden Eagle Brand Condensed Milk to be by 
clinical trial a satisfying and reliable food at all times. 


Samples, Feeding Charts in any language, and our 52-page book, 
‘*Baby’s Welfare’’ mailed upon request. 


Borden’s Condensed Milk Co. 


“Leaders of Quality’’ 
Est. 1857 NEW YORK 


NEW YORK, 


CLASSIFIED ADVERTISEMENTS 


Advertisements under this heading will cost 75c 
for fifty words or less, payable in advance. Addi- 
tional words, 14%c each. All replies received in our 
care will be promptly forwarded. Southern Medical 

Journal, Birmingham, Ala. 

a WASSERMANN LABORATORY—2159 Madison St., 

: Chicago. Alcoholic Luetic Liver Extract and Ambo- 
ceptors furnished. Wassermann Test, Autogenous 
Vaccines, Pathological Specimens examined. In- 
travenous Gravity Outfit, GUINEA PIGS FOR 
Ss Free instructions how to do the Wasser- 
mann Test. 


Prepared from healthyeleucocytes according to Hiss. Indicated in 
general acute systemic infections where bacteriological diagnosis is 
uncertain. Also used in conjunction with the specific serums and 
vaccines in the treatment of Erysipelas, Meningitis, Lobar Pneumonia, 


Septicemia, Pyemia and Furunculosis. 
No contra-indications are known. For clinical reports address: 4 


E. R. SQUIBB & SONS NEW YORK 


Patronize our advertisers—mention the Journal when you write them. 


High Power 
Electric Gentrifuges 


Send for Cat. Cn. 


INTERNATIONAL INSTRUMENT COMPANY 


Cambridge, Mass 
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Prevention 


7 
8 
9 


50% Better 
Defense 


Indemnity 


All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 

Or his estate is sued, whether the act or omission was his 
own 

Orthat of any other person (not necessarily an assistant 
or agent) 

All such claims arising in suits involving the collection of 
professional fees 

All claims arising in autopsies, inquests and in the 
prescribing and handling of drugs and medicines. 

Defense through the court of last resort and until all fega) 
remedies are exhausted 

Without limit as to amount expended. 

You have a voice in the selection of local counsel. 

If we lose, we pay to amount specified, in addition tc 
the unlimited defense. 


10 The only contract containing all the above features and 


which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 


of Fort Wayne, Indiana 


Professional Protection. Exclusively 


The 


Ideal Electrical Illuminating Outfit 


for every purpose and use, the most prac- 
tical and convenient outfit for Physicians 
and Surgeons where a good light is re- 
quired advantageous in making his emerg- 
ency calls, to ex- 
amine and treat 
the Throat, the. 
Nares, Eye and Ear 
and many other 
uses. This complete 

; outfit with all at- 
tachments indding Tongue Depresser, 
Ear Speculum and curved and straight 
metal attachments for the Mouth, etc., 
Together with regular pen light which 
carries in the pocket like a fountain pen, 
also includes three separate light attach- 
ments; mailed anywhere in receipt of 
$3.50. Literature on request. 


Ideal Electrical Supply Co. 


299 Broadway, New York City 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 


Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 


Official Hotel American 


Automobile Association 


To physicians and their families the Hotel Cumber- 
land offers superior accommodations and service at 
reasonable rates. 

The location is exceptionally convenient and acces- 
sible, affording quick access to the leading hospitals, 
medical schools and clinics, as well as to the principai 
theatres, stores, depots and parks. 

Transient Rates; $2.50 with bath, and up. 

A hygienic hotel—no dust-trap carpets, but oriental 
rugs in all rooms and corridors. Only New York Hotel 
with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET. 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 


NEW YORK 


Nearest Large Hotel to New York Polyclinic 


Patronize our advertisers—mention the Journal when you write them. 


| 
A 
2 
; 
5 
6 
1 
7 
| 
i 


SOUTHERN 
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Your 
Convalescent 
Patient 


will find the most ideal conditions for 
their rapid recovery at Grove Park 
Inn, in the mountains of North Caro- 
lina, 2400 feet altitude. The cleanest 
and most sanitary hotel in the world. 
Every dish boiled first in soap suds, 
then in boiling running water, and 
sterilized with heat when dry. Even 
the silverware is boiled and sterilized. 
Normal foods, scientifically prepared, 
making the food as digestible as dietetic 
foods usually are. Tubercular per- 
sons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Finest physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Bilt- 
more dairies; water from mountain 
springs. Summer climate most agree- 
able and exhilarating. Altitude makes 
it cool. Blankets at night. Mos- 
quitces unknown. For photographs 
and full information, call at the office 
of the Southern Railway. 


Making 
Hotel History 


Every Room at the Fort 
Dearborn Hotel, Chicago, is 
now$1.50 per day, no higher 


You don’t have to’ask the clerk 
the rate when yjyou_ register 


500 rooms with private bath or private 
toilet—all with outside air and light 


EveryRoom 
$750 
1PerDay 


FORT DEARBORN 
HOTEL - CHICAGO 
La Salle Street at Van Buren 


Direction of ‘Hotel Sherman Company 


POINTS 


MERIT 


These have brought the 


UNDERWOOD 
TYPEWRITER 


To its present leading position 


Award Grand Prize, Highest Honor 
Panama-Pacific International Exposition 


GROVE PARK INN 


Sunset Mountain 
ASHEVILLE, NORTH CAROLINA 


Holder International Speed and Accuracy 
Typewriter Trophy for ten years 
Elliott-Cresson Medal for 
Mechanical Supremacy 
Endorsed by World’s Champions and all 
Great Typists 


“* The Machine Y ou Will Eventually Buy” 


Patronize our advertisers—mention the Journal when you write them. ~ 
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- What X-RAY EQUIPMENT Means to YOU 


Every physician should own a Portable Coil. In these days, state after state is 
demanding that an X-Ray plate be shown in every personal injury case. Why not 
make your own plates? In addition—you can better your diagnosis—add pres- 
tige and dignity to your practice—and MATERIALLY INCREASE YOUR 
INCOME. Several thousand physicians have used the— 


Scheidel-Western Suit Case Portable Coil 


and the verdict is, “‘the most powerful Portable Coil made.” You will find it 

a valuable diagnostic agent in your office—and it can be easily carried wherever 

: you wish to take it. There is no mystery about it. Attached to any electric 

light socket—and full directions accompany each outfit, enabling you to get good 

results right from the start. Fully guaranteed—and SCHEIDEL-WESTERN SERVICE makes you an 
expert operator. Learn more about is—use coupon below. 


*RACTURED ULNA 


FRACTURED CLAVICLE 


NAIL IN LUNG 


SCHEIDEL-WESTERN X-RAY CO fe SCHEIDEL WESTERN { RAY C0. 
, 737-739 W. Van Buren St. Chicago, tll. Largest Manufacturers of X-Ray Apparatus in the World 
F GENTLEMEN:—Please send me fullinformation about ™@ 737-739 W. VAN BUREN ST. 

your Portable Coil—and tell me of your Money-Mak- ® CHICAGO - - ILLINOIS 


ing Phen. DR. I. B. KRONENBERG. Southern Sales Mgr. 
# P. O. Box 825 Atlanta, Georgia 


Patrenise our advertisers—mention the Journal when you write them. 
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mn Solin Chang Chenicaly 


For protection against such instability we offer -- 


| Tablets Glycerophosphates Compound P- M Co. 


‘Each tablet cont2ins: 
Sodium l gr 
Calcium. Glycerophosphate 2 gr. 
Iron Glycerophosphate 1-8 
__Strychnine Alkaloid 1-120 gr. 


PITMAN-MOORE COMPANY 


-INDIANAPOLIS 


the Nutrition 
§ the Normal Healthy Infant 


1s a problem that is coming before the physician more and more as one 
}. of the most important phases. of preventive medicine. 

The management of an infant's diet is not a difficult task—it simply 
means a supply of food elements that are necessary to sustain life and 
promote growth arid a knowledge of some method of adjusting these 
elements to the individual condition. 


The Mellin’s F Method 
of Milk Modification 


wrist thi. requirements in a scientific manner and offers the physician 
=~-|] an opportunity to readily acquire a Senay solution of the problem. 


Communicate with the 


FOOD ‘COMPANY, 


~~ BOSTON, MASS. 


Patronize our Savaiehaine-tneliciein the Journal when you write them. ; 
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Agar 


. An admirable agent for the treatment 
of chronic constipation. 


GAR has the natural property .of 
absorbing water readily, and of 
retaining it. 

It resists the action of intestinal bac- 
teria as well as that of the enzymes. 

Its chief use in medicine is in the 
treatment of chronic constipation. 

Agar is not digested. 

It passes practically unaltered into the 
intestine, merging with the feces, adding 
to their bulk and keeping them uniformly 
moist, 

Agar has no systemic action. 

It serves as a mechanical stimulant to 
the bowels. 


It aids in the production of normal, 
healthy evacuation, a condition approxi- 
mating the natural function. 

Agar is supplied in 4-ounce and 16-ounce 
cartons. 

One or two heaping tablespoonfuls (according to indi- 


vidual requirements) may be taken morning or evening, at 


mealtime, with milk or cream or mixed with a cereal food. 


Germicidal 


infectant and deodorant. 


ERMICIDAL SOAP (McClintock) is 
+ prepared from pure vegetable oils @ 
combined. with mercuric iodide, the most 
powerful germicide known. ; | 


It can be used’ to prepare antiseptic 
solutions without measuring, weighing 

Germicidal Soap (McClintock) is use 
ful for cleansing minor wounds, as i 
deodorant in offensive hyperidrosis, for for: 


detergent and disinfectant is required. 


Germicidal Soap (McClintock) dosil 
not attack nickeled or steel instrumentay 
It does not coagulate albumin. 


Germicidal Soap, 2%: large cakes, one in a carton. 
Germicidal Soap, 1 cakes, 
Germicidal Soap, Soft, 1%: collapsible tubes. 
- each in a nickel-plated case. - 


LITERATURE MAILED ON REQUEST. 


Home Offices and Laboratories, 
Detroit, Michigan. 


Parke, Davis. & Cou 
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